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in the hands of the physician 


Often the critical evaluation of the drug to be administered is as 
important to the patient's recovery as is the diagnosis of his con- 
dition. In each case correct procedures can be determined only 


by the physician. 


Chloromycetin is eminent among drugs at the disposal of the 
medical profession. Clinical findings attest that, in the hands 
of the physician, this widely used, broad spectrum antibiotic 
has proved invaluable against a great variety of infectious 
disorders. 


The many hundreds of clinical reports on CHLOROMYCETIN 
emphasize repeatedly its exceptional tolerance as demonstrated 
by the infrequent occurrence of even mild signs and symptoms 
of gastrointestinal distress and other side effects in patients 


receiving the drug. 


Similarly, the broad clinical effectiveness of CHLOROMYCETIN 
has been established, and serious blood disorders following its use 
are rare. However, it is a potent therapeutic agent, and should 
not be used indiscriminately or for minor infections —and, as with 
certain other drugs, adequate blood studies should be made 


when the patient requires prolonged or intermittent therapy. 
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Chloromycetin 


well 


BROAD SPECTRUM ANTIBIOTIC 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) 
is available in a variety of forms, including: 


CHLOROMYCETIN KAPSEALS,” 250 mg., bottles of 16 and 100. 
CHLOROMYCETIN CapsuLes, 100 mg., bottles of 25 and 100. 
CHLOROMYCETIN Capsuces, 50 mg., bottles of 25 and 100. 
CHLOROMYCETIN OPHTHALMIC OINTMENT, 1%, %-ounce 
collapsible tubes. 
CHLOROMYCETIN OPHTHALMIC, 25 mg. dry powder 
for solution, individual vials with droppers. 
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Sinusi tis 


Neo-Synephrine hydrochloride is widely 
preferred as a decongestant in all stages 

of the common cold, sinusitis and allergic 

rhinitis because of its rapid and sustained 

action, virtual absence of sting, lack of 

appreciable interference with ciliary 

activity, virtual absence of congestive rebound and 
undiminished effectiveness on repeated use. 

As to use of nose drops or sprays, I have 

about com: _» the conclusion that 

Neo-Synep..rine is one of the best for all purposes.' 
“.. will produce exceedingly rapid and 

prolonged results.”= “... action is sustained 

for two hours or more.’”* 


Prompt and Prolonged Nasal Decongestion 


Neo-Synephrine’ 


HYDROCHLORIDE 


% % solution (plain and aromatic), 1 oz. bottles 

% and 1% solutions (when stronger vasoconstrictive action 
is needed), 1 oz, bottles 

% % water soluble jelly, % oz. tubes 


New Yorw 18, N.Y. Winosor, Ont. 
Neo-Synephrine, trademark reg. U.S. & Canada, brand of phenylephrine 
_ 1, Warren, William C., Jr.: South, Med. Jour., 44:449, May, 1951. 
2. Voorhees, 


Darrell G.: Ann. Otol. Rhin, & Laryng. 60:92, Mar., 1951. 
3. Kelley, Samuel #.; In Gold, Harry, et al.: Cornell Cun ferences on Therapy. New York, Macmillan Co., 1947, vol. 2, p. 156. 
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Available in a large variety of 
sizes and forms, including: 
Surgical sponges 

Compressed surgical sponges 
Dental packs 

Gynecologic packs 

Nasal packs 

Prostatectomy cones 

Tumor diagnosis kit 


The Upjohn Company, Kalamazoo, Michigan 


Upjohn 
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absorbable 


hemostat: 


Gelfoam 


Trademark Keg. U.S. Pat. Off. 


BRAND OF ABSORBABLE GELATIN SPONGE 
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“...and be sure to take your VITAMINS!” 


When the management of heart disease 

requires caloric or salt restriction, vitamin intake may 
be decreased because of unpalatability or inadequate 
volume of food. A balanced vitamin preparation 


offers a dependable method for guarding 


against such an eventuality. 


MERCK & CO.,Inc., Ranway, N. J.—as a pioneer manufacturer of Vitamins—serves 
the Medical Profession through the Pharmaceutical Industry. 


OMerck & Co., inc. 
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the “extra advantage” 


in this triple sulfonamide is 


sulfacetamide 


TRICOMBISUL® (acet-dia-mer-sulfonamides-Schering) provides not only 
sulfadiazine and sulfamerazine — standard components 


of almost all triple sulfonamide mixtures — but also sulfacetamide. 


Sulfacetamide brings to the combination extremely high solubility, high 


bacteriostatic activity, and greater safety for the urinary tract. 


TRICOMBISUL 


3 
J 
the 
>. 
} 
“ 
oF 
: 
a 
© 
. 
\ 
C 


viii DELAWARE STATE MepicaL JOURNAL FEBRUARY, 1953 


There’s a GE viewer just right for you! 


CIRCLINE — the best illuminator for DUOLINE — a lighter, less expensive EXPLOSION-PROOF for operating 


general use. Named for the famous unit, yet with excellent illumination rooms. Stainless steel throughout 
GE Circline Lamp that furnishes its from two straignt General Electric and, like the other GE illuminators 
top-notch, uniform illumination. fluorescent lamps. shown, U/I approved. 


ai 
4-IN-1 lets you view four 14” 
x 17” films simultaneously or 
separately with uniform light- 
ing. If desired, only one or two 
panels can be lighted. 


Yes, GE builds illuminators of every type. In addition 
to the four shown here, you can choose from 70 mm 


single-frame and stereo viewers .. . 4” x5” and You can put your confidence in — 
4” x 10” single and orthostereoscopic viewers . . . GE 


High-Intensity viewers , , , dental viewers. For com- 
plete information, see your GE x-ray represent E N E R A L E LE C T R C 
ative, or write 


Direct Factory Branches: 
PHILADELPHIA — 1624 Hunting Park Avenue BALTIMORE — 2 West Eager Street 
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Suspension ov: « 


FLAVORED 


OF OXYTETRACYCLINE AMPHOTERIC 


DON'T MISS APPEARING REGULARLY IN THE J. A. M. A, 
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WYDASE HAS MANY IMPORTANT ADVANTAGES 
IN EVERYDAY M /JEDICAL PRACTICE 


REDUCTION OF 
SIMPLE FRACTURES 


LOCAL ANESTHESIA 


HYPODERMAL INJECTION 
OF CONTRAST MEDIA 


Wydase softens tissue hyaluronic acid. This spreads injected solutions and 
accumulations of transudates and blood, facilitating their absorption. 


Supplied: Vials of 150 and 1500 TR (turbidity-reducing) units. 


Wige Lyophilized 


W ydase" 


Important Note: Wy dase is now Council-accepted for use in management of renal lithiasis 


Hyaluronidase 
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Imparts a feeling of well-being 
in” for 


Estrogenic Substances (water- 
ted * New York, N. Y. * Montreal, Canada 


Mepicat JOURNAL 
also known as Conjugated Estrogens (equine) 
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new uniform oral dosage 


« 


“FOLSEROL’ TREC. U. PAT. OFF.) 1S A TRADEMARK OF SQUIRE & SONS 


in muscle spasm of in acute in certain 
rheumatic disorders alcoholism neurologic disorders 


The new, uniform oral dose for adults is 1-3 grams. This 
may be repeated 3-5 times per day. 


The first dose prescribed should be at the lower end of 
the recommended dosage range (an occasional patient may 
complain of side effects when large doses are given at the 
start of Tolserol therapy). Subsequent doses may be adjusted 
to the needs of the individual patient. Whenever possible, 
Tolserol should be given after meals. When ‘Tolserol is 
given between meals, it is desirable that the patient first 
drink 14, glass of milk or fruit juice. 


Squibb Mephenesin 


Tablets, 0.5 Gm. and 0.25 Gm., bottles of 100; Capsules, 0.25 Gm., 
bottles of 100; Elixir, 0.1 Gm. per cc., pint bottles; Intravenous 
Solution, 20 mg. per cc., 50 cc. and 100 cc. ampuls. 


SQUIBB 


4 
i 
y 4 \ \ 
AL ALAA AA \ \ \ 
a 
‘ 


FespRuARY, 1953 DELAWARE STATE MEDICAL JOURNAL. 


herapeutic bile 


overcomes stasis 


**. the best bile salt to use .. . would be the one that produced 
the most copious flow of secretion from the liver. .. . In short, 
hydrocholeresis would be advantageous, if achievable. 


“It is. The preparation, dehydrocholic acid, commercially 
available as Decholin. . does considerably increase the volume 
output of a bile of relatively high water content and low 
viscosity. The drug is not a cholagogue, i.e., it does not promote 
evacuation of the gallbladder, but it is a good ‘flusher’.’’* 


holin 


dehydrocholic acid, Ames 


Hydrocholeresis with Decholin produces abundant, 
thin, free-flowing bile —“therapeutic bile.” This 
flushes thickened bile, mucus plugs and debris 
from the biliary tract. 

Decholin Tablets, 3% gr. (0.25 Gm.), bottles of 100, 500, 1000 
and 5000. 


Decholin Sodium (sodium dehydrocholate, Ames) 20% aque- 
ous solution, ampuls of 3 cc., § cc., and 10 cc 


*Beckman, H.: Pharmacology in Clinical Practice, 
Philadelphia, W. B. Saunders Company, 1952, p. 361. 


Decholin and Decholin Sodium, trademarks reg. 


AMES 


COMPANY, INC., ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


46753 
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..- all the patients who represent the 
44 uses for short-acting NEMBUTAL 


Case after case from the 593 published reports shows that adjusted 
doses of short-acting NEMBUTAL can produce any desired degree of 
cerebral depression—from mild sedation to deep hypnosis. 


And with only about half the dosage of many other barbiturates. 
Your margin of safety is wide and the duration of effect short. And, 
since the drug is quickly and completely destroyed in the body, there 
is little tendency toward cumulative effect or barbiturate hangover. 
If you'd like to expand your experience with short-acting 
NEMBUTAL, write for your copy of the booklet, ‘44 Clinical Uses 


for Nemputa.”’ Just address a card to 
Abbott Laboratories, North Chicago, Illinois. CObbott 


In equal oral doses, no other barbiturate combines oe ft I 
QUICKER, BRIEFER, MORE PROFOUND EFFECT than em uta 
(PENTOBARBITAL, ABBOTT) 


FOR BRIEF AND try the 0.1 Gm. ( 13s-gr. ) 
PROFOUND HYPNOSIS NEMBUTAL Sodium capsule 
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Anterior cerebral artery 

Trunk of corpus callosum 
Head of caudate nucleus 
Anterior communicating artery 
Middle cerebral artery 

Hy pophysis | 
Posterior communicating artery 
Superior cerebellar artery 
Basilar artery 

Internal cerebral vein 

Choroid artery and vein 
Choroid plexus of lateral] 


24 
13. Inferior cornu of lateral CRANIAL NERVES 
ventricle 
14. Vertebral artery 1. Olfactory nerve 
15. Frontal lobe Il. Optic nerve 
16. Ophthalmic nerve 111. Oculomotor nerve 
17. Maxillary nerve IV. Trochlear nerve 
18. Posterior cerebral artery v. Prigeminal nerve 
Vi. Abducens nerve 
19. Mandibular nerve ae 
20. P VII. Facial nerve 
. Pons 
VIII. Acoustic nerve 
21. Intermediate nerve IX. Glossopharyngeal nerve 
ry” 
22. ‘Temporal lobe X. Vagus nerve 
23. Cerebellum XI. Accessory nerve 
24. Left transverse sinus X11. Hypoglossal nerve 


ventricle 


This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 
tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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HYDROCHLORIDE CRYSTALLINE 


Aureomycin 


In 
Intracranial Infections 


ECAUSE the urgency of intracranial infections frequently 
makes it desirable to begin treatment before the causative or- 
ganism can be determined, there is need for an agent exerting rapid é 
action, which is also effective against a wide range of possible patho- 
gens. Aureomycin—with its ready penetration into the cerebro- 
spinal fluid and its broad antimicrobial spectrum—fills this need 
pre-eminently well. It is particularly useful in infections resistant 
to penicillin and streptomycin, and has been used successfully in 
meningitis caused by E. coli, A. aerogenes, Ps. aeruginosa, H. influ- 
enzae, staphylococci, pneumococci, Klebsiella pneumoniae, Str. 
fecalis, the typhoid bacillus, Salmonella bareilly, Listeria monocy- 
togenes,and Moraxella lwoffi. meningoencephalitiscomplicating 
bruceilosis and in encephalitis complicating typhoid, paratyphoid 
and pertussis infections, aureomycin has proven effective. Impres- 
sive clinical improvement has been achieved with aureomycin 
therapy, after other antibiotics proved unavailing, in infected intra- 
cranial hemorrhage, subdural abscess caused by A. aerogenes, and 
brain abscess caused by staphylococci, pneumococci, and E. coli. 


* * * 


PackaGes: Capsules: 50 mg.—Vials of 25 and 100; 100 mg.—Vials of 25 and bottles of 100; 250 
mg.—Vials of 16 and bottles of 100. Ophthalmic Solution: Vials of 25 mg.; solution prepared by 
adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 


A bibliography of 57 selected references will be mailed on request. 
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Meat... 


and the Therapeutic Value 
of Adequate Protein 


Much evidence can be cited in favor of a high protein intake after surgery, 
trauma, infection, or burns. In supporting the many anabolic and defense mech- 
anisms of the organism in physiologic stress,' high-quality protein—such as that 


of meat—assumes the status of an important therapeutic agent.* 


Phagocytic activity,* formation of antibodies,‘ and rapid healing of wounds’ 
are favorably affected by ample provein nutrition. Remission of peptic ulcer,* 
improved resistance to infectious disease,‘ and maintenance of plasma proteins 
after surgery’ are other therapeutic effects attributed to an ample protein intake. 
In the management of ulcerative colitis, protein represents a primary need.* 
Recent advances in the treatment of extensive burns and of hepatic disease 


emphasize the value of high protein feedings. ° 


These experimental and clinical findings establish the therapeutic value of 
high protein intake.'° To assure therapeutic protein adequacy, the dietary should 


provide a liberal margin of protein over normal requirements. 


Meat is an important source of high-quality protein, containing essential as 
well as nonessential amino acids. In addition, it supplies significant amounts of 


B group vitamins and of iron, phosphorus, and other needed minerals. 


REFERENCES 
1. Ravdin, I. S., and Gimbel, N. S.: Protein Metab- 6. Co Tui, et al.: Hyperalimentation Treatment of 
— 2 Patients, J.A.M.A. 144:979 Peptic Ulcer with Amino Acids and Dextri- 
2. Mann, G. V., and Stare, F. J.: Nutritional Needs 7 
in Illness and Disease, in Handbook of Nurti- S AM A. 128-95 Max 
tion, American Medical Association, New York, urgery, J. ‘95 (May 12) I 
The Blakiston Company, 1951, chap. 17. 8. Welsh, C. S.; Adams, M., and Wakefield, E.G: 
3. Mills, C. A., and Cottingham, E.: Phagocytic Metabolic Studies on Chronic Ulcerative Colitis. 
Activity as Affected by Protein Intake in Heat J. Clin. Investigation 16:161 (Jan.) 1937. 
and Cold, J. Immunol. 47:503 (Dec.) 1943. __ 9. Cannon, P. R., et al.: Recent Advances in Nutri- 
4. Cannon, P. R.: The Importance of Proteins in tion with Reference to Protein Metabolism, 
ca to Infection, J.A.M.A. 128:360 (June Lawrence, Kansas, University of Kansas Press, 
5. Harvey, S. C., and Howes, E. L.: Effect of High 1950. Te 
Protein Diet on the Velocity of Growth of Fibro. 10. McLester, J. S., and Darby, W. J.: Nutrition and 
blasts in the Healing Wound, Ann. Surg. 91:641 Diet in Health and Disease, ed. 6, Philadelphia, 
(May) 1930. W. B. Saunders Company, 1952, p. 19. 


The Seal of Acceptance denotes that the nutri- ST, 
tional statements made in this advertisement Freon ont 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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MILD MODERATE 


EXCELLENT Gooo FAIR POOR EXCELLENT GooD FAIR POOR 


T 
SEVERE 


Better Control 
for More Diabetics aes 


Striking improvement is shown in 
the control of 1,281 carefully 
studied diabetic patients who were 2 
given NPH Iletin (Insulin, Lilly) 


for comparison with prior Insulin 


EXCELLENT GooD FAIR POOR 


DEGREE OF CONTROL management. OF the 1,281 cases 


a. 522 were classified as severe. brit- 
tle, or juvenile; 562 as moderate; 
and only 197 as mild. Although no 

single modification of Insulin can 
be expected to meet all the re- 
quirements for all patients, results 


with NPH Insulin appear to be as 
good as, or often far better than, 
those obtained by other means. 


Graphs reproduced from Diabetes, 


1:4, p. 293. 


Lilly and Company 
Simplify diabetic management Indianapolis 6, Indiana, U.S.A. 
through improved time action, 


fewer injections with 


NPH Lilly 
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THE PLACE OF DRUGS IN THE 
TREATMENT OF RHEUMATOID 
ARTHRITIS* 

JouHN LANSBURY, M. D.,** 
Philadelphia, Pa. 

Chronie arthritis can usually be diagnosed 
without great difficulty. The main differen- 
tial diagnosis is between degenerative joint 
disease, gout, and rheumatoid arthritis. De- 
generative joint disease (osteoarthritis) oe- 
eurs only in people of middle or past middle 
age and is characterized by the absence of sys- 
temic effeets, such as fatigue, anemia and 
weakness, by prompt relief of pain on rest, by 
the presence of fine erepitation in the affected 
joints, and by marginal proliferative changes 
by x-ray. Gout is confined almost entirely to 
males; its early course is episodic with com- 
plete remissions. The extreme pain in the ae- 
cute attack, the elevation of serum uric acid, 
and late in the disease, the presence of tophi 
are important points in differentiating it from 
other types of arthritis. 

Time does not permit a description of the 
clinical picture of rheumatoid arthritis, and 
I merely mention these distinguishing features 
of osteoarthritis and gout. Naturally there 
are many exceptions to these criteria in the 
less typical cases, but they will nevertheless 
serve as a useful guide in diagnosis. 

The differential diagnosis is a case of sub- 
acute arthritis is, on the other hand, often ex- 
ceedingly difficult. Here one must exclude 
a large number of systemic diseases which are 
associated with articular pain and swelling, 
and particularly one must distinguish between 


the ‘‘Collagen Diseases’’—-rheumatie fever, 
disseminated lupus erythematosus, and the 
rarer periarteritis nodosa, dermatomyositis 
and scleroderma Time does not permit any 
discussion of the differential diagnosis of this 
group of diseases and I mention them only to 


emphasize the importance of accurate diagno- 


*Read before the Medical Society of Delaware, Rehoboth, 
September 10, 1952. 
**Clinical Professor of Medicine, Temple University. 


sis which is so essential to good treatment. 
The best medicine is useless if used for the 
wrong disease. 

Let us now confine our thinking to the man- 
ugement of rheumatoid arthritis. | am sure 
vou would be delighted, and so would I, if I 
could tell vou of a new drug which, if admin- 
istered over a few days or weeks, would cure 
rheumatoid arthritis. Unfortunately, no such 
drug exists, and we must therefore be con- 
tent to review those drugs and those measures 
which have really proved their usefulness in 
the management of this disease over fairly 
lone periods of time. 

Rheumatoid arthritis is nearly always a life- 
long disease. Its management must likewise 
be life long and the doctors who carry out 
this management must follow cases for months 
and vears before they can express an authora- 
tative Opinion as to the ultimate value of any 
viven treatment, 

The effect of rheumatoid arthritis on the 
musculoskeletal system can be likened to that 
of a smoldering fire on a modern building. 
It the fire is not put out, it will leave a mass 
of twisted girders and beams whieh are fune- 
tionally useless, or, in the case of arthritis, 
a mass of contractures and deformities of 
muscles, bones and joints which leave the pa- 
tient functionally useless. The obvious way 
in which to deal with this situation is to put 
out the fire, or at least to dampen it. While 
this is being done measures can be taken to 
prevent, and later to correct, the twisting and 
bending of the virders or hones, and of the 
joists or joints. 

Our topie restricts us to those measures 
whose aim is to extinguish or dampen the 
fire. This by no means indicates that the 
prevention and correction of deformities is 
less important. In fact it is all too often all 
that can be done. In passing | cannot help re- 
marking that nearly all the deformities whieh 
occur in arthritis are flexion deformities so 
that, in general, the mechanical care by ortho- 
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pedic and physiotherapeutic methods is direct- 
ed to strengthening extensor muscles and to 
supporting painful, inflamed joints in a posi- 
tion of maximum extension. 

Now we are ready to discuss the drugs 
which posses an antirheumatic action.  Re- 
cently | compiled a list of about 30 such drugs 
which exert some favorable effect on rheuma- 
tism. Most of these are of recent origin, and 
all of them are disqualified for mention to- 
day either because their action is weak and 
unpredictable or because of serious and harm- 
ful side effects. 

SALICYLATES 

Aspirmm. You will, | hope forgive me if I 
first mention aspirin. This drug has been 
nicknamed ‘* poor man’s cortisone’’—a name 
which modern pharmacology has fully justi- 
fied by showing that it possesses at least half 
' a dozen or more pharmacological effeets which 
are identical with those of cortisone! In large 
doses it may even produce the *‘moon face’’ 
of Cushing’s syndrome now so familiar as a 
side effect of ACTH and cortisone administra- 
tion. We must not underestimate aspirin just 
because it is familiar, cheap and easily avail- 
able. Aspirin, or other salicylates, possess 
excellent pain relieving properties and should 
be used in all cases of rheumatoid arthritis on 
a regularly preseribed dosage schedule. Many 
arthrities have never taken this useful and 
harmless anodyne, and it is our duty to see 
that they do. Most rheumatoids tolerate 60 
grains a day. It is often a good plan for them 
to have 3 tablets at their bedside and to take 
them on waking 15 minutes or so before get- 
ting up. This will often aid the problem of 
early morning stiffness. If aspirin causes 
stomach upset, enterie coated tablets will by- 
pass this difficulty. During the day aspirin 
should be taken about every 4 hours in doses 
of 5 to 10 grains as indicated by the symp- 
toms. The effect of aspirin is of course symp- 
tomatic only, but, since the patient comes to 
us for relief of his symptoms, let us not over- 
look this simple aid. 

Butazolidin (brand of Phenylbutazone) is 
a new antirheumatie agent which has a pow- 
erful symptomatic and suppressive action but 
which does not alter the course of the disease. 
Its analgesic action is approximately & times 
greater than that of salicylates. There may 


also be some reduction of swelling also a low- 
ering of serum urie acid, but, with these ad- 
ditional anti-rkeumatic actions we have to pay 
the price of toxic side-effects. Butazolidin 
acts on the symptoms of rheumatoid arthritis, 
spondylitis psoriatic arthritis, shoulder bur- 
sitis, gout, and degeneative joint disease, 
which shows us that its effect is not specifical- 
ly on the disease but on the symptoms which 
are part of the body’s reaction to disease. 

Not all cases are favorably affected by this 
drug. Probably about 75°. of cases obtain 
some degree of analgesia, and in about 1/3 
of the cases of rheumatoid arthritis the re- 
sponse is sufficiently superior to that of sali- 
cylates to justify its use. Very little is known 
of its long term action although it has been 
administered to a few patients for as long 
as a year. The average dose is 100 mg. 2 
or 3 times a day, but relief disappears prompt- 
ly when the drug is withdrawn. In the case 
of acute gout, good relief occurs in 48 hours 
in about 3/4 of cases and is equal to the ef- 
fect of combined colchicine and salicylates. 
There is a prompt fall in serum urie aeid 
level, but apparently this is not due to rapid 
urinary excretion of urie acid and it may be 
due to an inhibition of urie acid formation. 
The role of Butazolidin in the long term man- 
agement of gout has not yet been sufficiently 
studied. 

Undesirable side effects such as anorexia, 
nausea, bloating, peptic ulcer-like pains, gas- 
tric hemorrhage, morbiliform skin rashes, 
anemia and leucopenia oecur in about a quar- 
ter of cases treated with Butazolidin. These 
side effects should warn us to observe our 
cases carefully and to use butazolidin only 
when the risk is justified. Leucopenia and 
bone marrow suppression should be carefully 
watched for by serial blood counts. 

It is as yet too early to make an authorita- 
tive statement as to the place of Butazolidin 
in the management of rheumatoid arthritis. 
Its use would seem to be justified on a trial 
basis. The seriousness of toxie effects must 
be further evaluated and must be balanced 
against the gain to be expected in sympto- 
matic relief. 

CORTISONE AND ACTH 

I am sure that you are all familiar with 

the dramatic reversal of all the signs and 
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symptoms of rheumatoid activity which can 
be promptly and routinely produced by 
ACTH and cortisone in cases of arthritis. I 
shall therefore say nothing further about this 
well established clinical facet. Instead let us 
try to analyze what really happens when 
these potent agents are applied to the man- 
agement of a life-long disease and to discern 
what, if any, is the place of these new agents 
in the management of rheumatoid arthritis. 

Kirst, we must clear up some misconcep- 
tions: 

1 ACTH and cortisone do not cure arth- 
ritis. They act by suppressing the body’s 
reaction to the disease. This reaction, al- 
though causing most of the patient’s symp- 
toms constitutes the body’s defenses against 
arthritis. If these are inhibited, the disease 
may well, and often does, continue to progress 
as shown by the involvement of new joints, in- 
creased stiffness and muscle atrophy. 

2. In order to attain dramatic relief it is 
necessary to use ACTH and cortisone in doses 
which cause an artificial Cushing’s Syndrome. 
(‘ushing’s disease is a fatal condition, death 
usually being caused by infection, cardiovas- 
cular-renal complications or neoplasm within 
a few vears. Although ACTH and cortisone 
have now been available for experimental 
therapy for about 3 years, there is very little 
factual information reported on its long term 
use. Actually no final statement can be made 
at present as to whether it can be applied on 
a long term basis, and the truth must await 
patient, vear by vear observation, 

3. The toxic effects of ACTH and Corti- 
sone are many—lI will mention only the more 
important ones such as salt and water reten- 
tion, spread of infection—(especially pulmon- 
ary tuberculosis) psychoses, intravascular 
clotting, G. I. hemorrhage and the cortisone 
withdrawal syndrome. 

These distressing and occasionally fatal 
complications are more apt to occur in older 
people. It may be possible in the future to 
select those patients in advance who can tole- 
rate prolonged cortisone therapy, but at pres- 
ent we do not know how to do so except to 
exclude the aged, those with hypertensive 
cardiovascular disease, menopausa! patients, 
patients with peptic ulcer or pulmonary tu- 
herceulosis, the mentally unstable and, if pos- 
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sible, children. About 50¢¢ of patients can- 
not take ACTH and cortisone in full dosage. 
There is probably a small group who can 
tolerate full dosage, but again we do not vet 
know how long they can do so nor how to 
select them in advance. 

The above statements apply mainly to those 
patients who are treated with large, Cush- 
ing’s syndrome producing doses of cortisone 
and ACTH. However, the most miraculous 
results which followed the original schedule 
of 300-200 and then 100 mg. a day of corti- 
sone may lead both the patient and the doe- 
tor into the hopeless quest of trying to main- 
tain the complete remission. In many cases, 
the toxic side effects make this impossible on 
a long range basis, so that a dilema is created 
in which the patient is unwilling to return to 
his previous adjustment to his disease and the 
doctor, if he is not so highly specialized that 
he can’t see the patient for his joints, is un- 
willing to risk the perpetuation of Cushing's 
syndrome. 

I think the above situation is pretty well 
realized by most careful observers. <As a re- 
sult, the aim in using ACTIL and Cortisone 
is now much more limited and the dosage is 
much lower. I will attempt to summarize the 
indications for cortisone and ACTH in the 
management of arthritis. 

FoR tHe Use or Corrisone ann ACTH 
IN ARTHRITIS 

1. In general, they should be used only 
when all other measures such as gold therapy, 
transfusions, rest, exereise and physical ther- 
apy have failed and the patient is rapidly get- 
ting worse. 

2. Dosage. Instead of the old seale of 300 
to 100 mg. cortisone per day and of 40 to 60 
me. of ACTH per day, one should seek the 
minimal dose which will give a reasonable de- 
gree of relief. It is wise to start with small 
doses and to build up to a Jevel of not more 
than 50 or 65 mg. of cortisone daily or 15 
or 20 mg. of ACTH daily. This will prevent 
the patient from forever trying to reeapture 
his euphoric and pain free state provided by 
dangerously high dosage. 


3. They may be used in short term courses 
for a few days or weeks as an aid to a vig- 
orous program of rehabilitation by physical 
therapy or orthopedie procedures. 


In such 
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instances, it must be understood that they 
will be discontinued and that the patient will 
then suffer a relapse. 

4. In depleted cases they may be used in 
very small doses such as 10 to 25 mg. of cor- 
tisone daily in order to improve appetite and 
nutrition, and are occasionally justified at the 
beginning of a course of gold therapy to hold 
the patient for the & to 12 
gold effect is established. 


weeks before the 


> During administration, restrict the salt 
intake, watch for infections and treat them 
promptly with antibioties. 
tisone abruptly—taper the effect with dimin- 
ishing doses of ACTIL Be sure the patient 
will not have to stop treatment because of lack 
of funds, 


Do not stop cor- 


yDROCORTISONE 

Compound I, or hypocortisone is probably 
the form, rather than cortisone, in which this 
type of steroid exists in the body. ‘It is too 
early as yet to say whether it has any ad- 
vantage over cortisone when used systemiec- 
ally. But when injected locally into joints, 
hydrocortisone has a very definite anti-inflam- 
matory action, which is effective in almost 
any kind of infectious joint disease and is 
especially effective in degenerative joint dis- 
ease. It has the great advantage of avoiding 
the undesirable systemic effects of cortisone 
and is useful in controlling pain and swelling 
in the larger and more accessible joints. In- 
jections of 25 me. to 37.5 mg. into a joint 
affords relief from pain and swelling for pe- 
riods of several days to several weeks in about 
85°, of cases and may thus be a very valuable 
aid in an all round antirheumatic program. 

ANTIBIOTICS 

I mention these more because of their im- 
plication as to the possible etiology of rheu- 
matoid arthritis than beeause they have an 
important place in therapy. At Temple Uni- 
versity Hospital we have observed 3 or 4 cases 
of large joint, asvymetric arthritis (whieh 
would ordinarily be classed as rheumatoid) in 
which the disease appears to have been ceom- 
pletely reversed by terramycin. But we have 
not found antibiotics of use as a routine treat- 
ment. Occasionally cases are made worse by it. 
The idea of antibiotie therapy has been spon- 
sored by Dr. T. M. Brown of Washington 
who points out that gold salts and antibiot‘es 
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are active agents against pleuropneumonia 
like organisms. We not infrequently try ter- 
‘amyein in early cases where an infectious 
element, such as recurrent sore throats, or an 
Al- 
though this is at present of little more than 
theoretical interest, it is an attempt towards 
finding the much needed agent whieh will 
really end the disease. 


onset following urethritis, is present. 


(FOLD SALTS 

(iold salts (not colloidal gold) have been 
in use for rheumatoid arthritis for 23 vears, 
and are still, in my opinion, the most valuable 
single agent in the management of this dis- 
ease. If properly used Gold Therapy is safe 
and can be expected to produce and maintain 
remissions over a period of months or years 
in about 20°) of cases. In general, males, 
old people, early cases and asymmetrical large 
joint arthritis give the best response. How- 
ever it Is worth a trial in al! but the far ad- 
vaneed ankylosed eases and should be our first 
‘*specific’’ therapy than 
ACTH and cortisone. It is not effective in 
rheumatoid spondylitis. Naturally it must be 
accompanied by an all-round program of rest, 
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exercise, physical therapy prevention and cor- 
rection of deformities, an explanation to the 
patient of the life long nature of his disease 
also symptomatic and supportive treatment. 

1 stated that gold was ‘‘safe’’ treatment. 
This is only true if the early manifestations 
of gold intoxication are known and looked for 
with meticulous, unfailing care, and promptly 
treated if they arise. Gold treatment ean- 
not be delegated to the office nurse. If not 
scupulously supervised it can be exceedingly 
dangerous. Gold is contraindicated the 
presence of liver disease, kidney disease and 
in the presence of low leucocyte and platelet 
counts. 

1 will briefly outline the plan of gold ther- 
apy which I have used over a period of about 
15 vears. The patient is given, on successive 
days, 1, 3, 6, and 15 mg. of sodium aurothio- 
sulfate (Merck) in 1 ¢.c. of sterile water in- 
tramuseularly. After this test dose (whieh 
totals 25 mg.) the patient is examined for 
signs of intoxication and a white blood count 
and differential count and a urinalysis is per- 
formed. If all these are normal it is conelud- 
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ed that the patient is not allergic to gold. 
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is then given 25 mg. of sodium aurothiosulfate 
intramuscularly twice weekly for 6 weeks. 
Once a week the W.B.C. and differential count 
and urinalysis is repeated, and before each im- 
jection of gold the patient is asked regarding 
itching, skin rashes, sore gums, diarrhea and 
polyuria, He has by this time received a total 
of 175 me. of gold salts, and, if none of the 
evidences of intoxication are present, he now 
receives 25 mg. gold salts once per week for 
an indefinite period of time. If the patient is 
one of the 206, who respond to gold therapy, 
he will, when he has received a total of 500 
to 750 mg. experience a lessening of fatigue, 
of pain, weakness, swelling and stiffness, 
which may be so striking that all clinical evi- 
dence for rheumatoid activity disappears and 
the patient is as though he had never had 
arthritis. It is well to continue the dosage 
at 25 mg. per week until a total of 1000 mg. 
have been administered. If the remission is 
still maintained (as it generally is) the dos- 
ave may now be cautiously tapered by giving 
25 me. every second week, then every third 
week and eventually once a month. This will 
permit the patient to be constantly observed. 
In case of a relapse, which not uncommonly 
occurs following an infection, an emotional 
upset or overwork, dosage on the schedule of 
25 me. twice weekly should immediately be 
resumed and tapered as betore when the re- 
sponse is again attained. 

While receiving gold therapy, patients 
should take at least 100 mg. of ascorbie acid 
daily together with all-round vitamin B com- 
plex. He should avoid stress, overwork, in- 
fection and chilling for the rest of his life. 

Patients who do not respond as above may 
receive variable degrees of benefit from gold 
therapy—sufficient to hold) the disease in 
check and to permit them to lead useful lives, 
but insufficient to restore them to health. 
About 25°. of patients seem to obtain no 
benefit whatever from gold therapy. 

In case of any indication of gold intoxiea- 
tion the gold salts are prohibited for at least 
one month. If the signs of intoxication in- 
clude neutropenia, lowerimg of the platelet 
count, or diarrhea, the patient should immedi- 
ately be hospitalized and treated with BAL, 
ACTIL or Cortisone all of which have a pro. 
tective action against gold intoxication. Per. 
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sistent skin rashes may be treated with local 
analgesics, antihistaminies and BAL oint- 
ment. 

On the above program, I have had less than 
half a dozen troublesome skin rashes and no 
serious complications or fatalities in 15 years. 
I therefore consider gold treatment safe and 
valuable and, at present, the most effective 
single agent in the management of rheuma- 
toid arthritis. But I would like to emphasize 
again that it must not replace a program of 
rest, physical therapy and general sympto- 
matic and supportive measures. 

S101 N. Broad Street. 
DISCUSSION 

Dre. M. Mover (Laurel): am 
certain all of us have gained some new in- 
sight into the use of the newer drues in the 
treatment of arthritis. One of the greatest 
problems that we, as general practitioners, 
have, is offering some definitive therapy to 
the many patients we see with crippling rheu- 
matic disease. We have all gone through the 
waves of enthusiasm that accompany any new 
drug offered in treatment. We should be eau- 
tious In giving our patients false hopes for 
rapid cure. The premature release, by the 
press, of the promise that cortisone and 
ACTIL were a cure-all is a good example of 
this. While these wonder drugs have been 
of great value In advancing the treatment of 
arthritis, they are far from the absolute an- 
swer. The medical and drug professions 
must assume some of the responsibility for 
causing cortisone paupers and the sequelae of 
self-medication. | would like to ask Dr. Lans- 
bury for his opinion regarding the pschyoso- 
matic factors, in the etiology and therapy of 
the arthritis. 

Dr. Lanspury: | will answer the one ques- 
tion of Dr. Mover. 

Rheumatoid arthritis is a disease of un- 
known origin, or etiology, We know it is con- 
nected with the adaptation mechanism which 
is under the control of the hypothalamie areas 
of the brain and probably the pituitary-adre- 
hal aseis, yet there is no proof as yet that 
there is any fundamental lesion in the pitui- 
tary or adrenal gland in rheumatoid arthritis. 

We know that people with rheumatoid 
arthritis tend to have a certain personality 
pattern. Whether or not that has any rela- 
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tion to the disease has not been proved. They 
tend to be people who are proud, self-suffi- 
cient, and who on the whole are very brave 
and long-suffering. We know that in the ma- 
jority of cases a stress situation, frequently 
of emotional origin, precipitates the disease, 
and I wish I could tell you that the removal! 
of stress would cure the disease. However, 
the removal of stress may be a great factor in 
helping the patient. To give an example: I 
had a patient with arthritis who was one of 
the most tense people | have ever known. I 
finally persuaded her to go to Florida for the 
winter, sensing that there was chronie ten- 
sion at home that she wouldn’t tell me about. 
She went to Florida and sat in the sun, had 
no doctors or medicine and returned in the 
spring. When she came back she had no sign 
of arthritis anywhere in the body and was 
apparently cured. But it wasn’t the elimate. 
It was the change of ‘‘emotional climate’’ that 
did it. In other words, she got away from 
the constant stress she was under at home, 
which happened to be of her own making. 
I predicted that when she got back into the 
home situation she would have a_ relapse 
within six weeks; which she did. Here is an 
example of the relief of stress which caused 
a remission in the disease. On the other hand, 
When the stress is due to a deepseated char- 
acter neurosis, | don’t think much ean be 
done psychiatrically to help the patient’s 
arthritis. I don’t mean this in criticism of 
the analysis, but I think when the stress is 
due to deepseated personality defects you 
can't do much to remove these causes, Nev- 
ertheless, I think the psychosomatic aspects are 
important in therapy as well as pathogenesis. 
THE DIAGNOSIS AND TREATMENT OF 
ACUTE PANCREATITIS* 
THomas A. JoHNson, M. D.,** 
Philadelphia, Pa. 

A perusal of hospital statistics indicates 
that the diagnosis of acute pancreatitis Is now 
being made much more frequently than in 
the past. That trend is particularly notice- 
able since 1945. The inquiring physician 
may well ask himself whether or not the in- 
cidence of acute pancreatitis is on the in- 


*Read before the Medical Society of Delaware, Rehoboth, 
September 10, 1952. 
** Associate Professor of Gastroenterology, Graduate School 
of Medicine, University of Pennsylvania. 
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crease. The answer to the question probably 
will be in the negative. Certainly, the diag- 
nosis of acute pancreatitis is being made more 
often than before. The reason for the appar- 
ent increase in acute pancreatitis is the avail- 
ability and use of the serum amylase test. 

Most hospital laboratories rarely performed 
serum amylase tests prior to 1940. The use 
of the test has increased greatly in the past 
seven years. 

Reference to the older literature indicates 
that severe hemorrhagic, suppurative, necrotic 
tvpes of pancreatitis were the only ones diag- 
nosed. The more benign type of acute pan- 
creatitis, namely acute edema of the pancreas, 
is a more recent variant, a type emphasized 
by Klman and his co-workers at a time when 
they directed attention to and initiated the 
more general use of the serum amylase test. 

If one agrees that the increased availability 
of the serum amylase test is important in the 
diagnosis of acute pancreatitis, it is incum- 
bent upon the physician to be alerted to the 
technique, normal and abnormal values of 
the serum amylase determination. 

The serum amylase test is a relatively sim- 
ple procedure, well within the eapabilities of 
the average office or hospital laboratory. The 
ease of performance of the test recommends 
it as a routine procedure. It is important to 
realize, however, that there are many modi- 
fications of the test in geneal use, and the 
physician should familiarize himself with the 
particular variabilities of the test available 
to him. We use a modification of the Somygi 
test, in which serum from the patient is add- 
ed to a dilute starch subtrate, incubated for 
a known period of time under standard con- 
ditions of temperature and pH control. Un- 
der such conditions, there is a breakdown of 
starch to glucose, which is measured in much 
the same manner that a blood sugar determin- 
ation is performed, 

In our laboratory, using a modification of 
the Somygi test for serum amylase, a normal 
value up to 125 mg. of glucose is accepted. 
Values within the range 0 to 125 mg. have 
the same significance. In other words, a val- 
ue of 10 mg. is no more diagnostic than a 
value of 100 mg. 

Abnormal serum amylase values may be 
obtained in pancreatic and in non-pancrea- 


+ 
/ 
2 

+ 

o 


FEBRUARY, 1953 


tic disease. In acute pancreatitis, the serum 
amylase may reach a value of approximately 
1000 me. 

Insofar as the serum amylase test may re- 
fleet disorders apart from those directly in- 
volving the pancreas, the physician must 
keep in mind the rationale for an increase in 
serum amylase. In pancreatic disease, an 
elevated serum amylase is due to an obstrue- 
tion, partial or complete, of the main pan- 
ereatie duct. That obstruction may be due 
to an abnormality located in one of three sites: 
intralumenal, intramural or extralumenal. 

Of the many factors responsible for intra- 
lumenal pancreatic duct obstuction, three are 
important, namely (a) stone of either pan- 
creatic or biliary origin, (b) metaplasia of 
the ductal epithelium, or (¢) inspissation of 
intraduetual contents. 

The most important intramural pathology 
has to do with benign or malignant tumors 
of the pancreatic duct, or the intrapancreatice 
portion of the common bile duct. 

Of the extralumenal factors, two are im- 
portant: namely, carcinoma of the parenchy- 
mal tissue of the pancreas, and inflammation 
of the panereas. The pancreatic inflamma- 
tion may be primary or secondary to an in- 
flammatory reaction elsewhere. 

Because of the extreme importance attach- 
ed to the serum amylase test, the physician 
must be alerted to a number of non-pancreatic 
factors causing elevations of serum amylase. 
Categorically they may be listed as follows: 

(1) Variation in technique.  Reterence 
has been made previously to the fact that the 
physician must know which method is being 
used. Although the technique of the test is 
relatively simple, a new technician or one not 
familiar with the details and niceties of the 
test may report erroneous results. 

(2) Drugs, especially codeine and mor- 
phine. It is well known that the hypodermic 
administration of certain opiate derivatives 
such as codeine and morphine may produce 
a spasm of the sphineter of Oddi. In our 
laboratory, extensive tests have been done on 
normal individuals, using codeine and mor- 
phine, in an attempt to determine the fre- 
queney with which spasm of the sphincter of 
Oddi may give rise to pancreatic block, simu- 
lating an acute pancreatitis, at least insofar 
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as that diagnosis is reflected in an elevated 
serum amylase. A very small percentage of 
patients will show an elevated serum amylase 
or lipase following the administration of co- 
deine and morphine, in the absence of pan- 
creatic disease. The values of serum amylase 
may rise to the magnitude of 350 to 400 mg. 
The factor of opiates is important because 
many individuals who have upper abdominal 
pain are given opiates in an attempt to re- 
lieve the pain prior to the establishment of a 
diagnosis. It is not uncommon for a_plhiysi- 
cian to give a patient with severe pain an 
opiate hypodermically, call for the ambulance 
and send him to the hospital. 

(3) Renal disease with elevated blood urea 
nitrogen. It is well known that one of the 
mechanisms responsible for disposing of the 
normal amylase in the blood stream has to 
do with renal funetion. In an instance in 
which renal impairment is marked, there 
may be an elevation of the serum amylase of 
a magnitude of 250 to 300 mg. without any 
evidence of pancreatic disease. In such in- 
stances, the blood urea nitrogen usually at- 
tains a value of over 100 mg, per cent. 

(4) Mumps. It is well known that in- 
flammatory reactions of the parotid gland will 
cause an elevation in the serum amylase. In- 
teresting!y enough, the serum lipase is normal 
in such cases. 

(>) Virus hepatitis. It is now recognized 
that the virus which attacks the liver in virus 
hepatitis is generally distributed throughout 
the body. It is not unexpected that a par- 
enchymal involvement of the pancreas of a 
type comparable to involvement of the liver 
might cause a moderate elevation in the serum 
amylase comparable to an elevation of serum 
bilirubin in a case of virus hepatitis. 

(6) Operative trauma to the head of the 
In instances of subtotal gastric 
resection or other operative procedures in 
which the surgeon finds it necessary to trau- 
matize the head of the pancreas, there occurs 


pancreas, 


a reaction comparable in many respects. to 
that seen in acute pancreatitis. The degree 
of elevation of the serum amylase in sueh an 
instance will depend upon the degree of op- 
erative trauma. 

(7) Peritonitis. General peritonitis of 
hon-pancreatic origin may cause an inflam- 
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matory reaction of all of the peritoneal cov- 
erings and adjacent organs. If the periton- 
itis is of sufficiently severe degree, there may 
ensue a secondary inflammatory reaction in 
the pancreas. Loealized peritonitis such as 
occurs in perforation of a peptic ulcer into 
the lesser peritoneal cavity, may give rise to 
an inflammatory reaction of the pancreas 
secondary to the perforation. 

(8) Intestinal obstruction. In instances 
of high intestinal obstruction, in which there 
is considerable dilatation of the loops of small 
bowel, there will often ensue a moderate rise 
in the value of the serum amylase. The cause 
of the elevation is not known. It seems un- 
likely that an increased intralumenal pres- 
sure of the small gut would be of sufficient 
magnitude to cause enough back pressure in 
the main pancreatic duct to block pancreatic 
secretion, One might imagine that if such 
a factor were important, the back pressure 
likewise would adversely affect the common 
bile duct, thereby giving rise to an elevated 
serum bilirubin, a contingency which we have 
not seen, 

Thus far, we have referred solely to the use 
of the serum amylase test. In practice we 
run the serum lipase test with each blood 
specimen on which we run a serum amylase. 
In that fashion, one may check the teehni- 
que of one test against that of the other. From 
a practical point of view, the serum amylase 
test is more important in acute pancreatitis 
because of the fact that the serum amylase 
may be reported, using the technique pre- 
viously mentioned, within one hour. A serum 
lipase test, using the method of Cherry and 
Crandall, requires 24 hours for completion. 
In our experience the serum amylase test. is 
a much more delicate indicator of variations 
in inflammatory reaction the 
The serum lipase, while roughly parallel to 
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serum amylase, is somewhat less labile and 
for that less useful in the acute 
We direct attention, however, to the 
fact that in the more chronie abnormalities 
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of the panereas, such as carcinoma of the pan- 
creas or chronic pancreatitis, serum lipase is 
a much more accurate indicator of pancreatic 
duet block. The serum lipase test likewise is 
of importance in the follow-up observation 


of cases of acute pancreatitis. Therefore, 
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from a practical point of view, it is well to 
set up both tests on the same serum. 

Acute pancreatitis occurs in two forms; 
(1) acute edema of the pancreas and (2) 
acute, necrotic, suppurative hemorrhagic pan- 
creatitis, 

Acute edema of the pancreas is a relative- 
ly benign disease, lasting several hours to sev- 
eral days. It is usually the less toxie of the 
two types and much less lethal. Initially, it 
is impossible to make the differentiation elin- 
ically except for the fact that in acute edema 
of the pancreas, the clinical picture may be 
less severe. Whether acute edema of the pan- 
creas is a precursor of the more severe form 
We have the 
impression that we are seeing less of the acute, 
necrotic, suppurative, hemorrhagic form of 
pancreatitis, and it may well be that the treat- 
ment for acute pancreatitis, carried out vig- 
orously in the early stages, may be a deter- 
rent to the development of the full-blown 
picture of the more severe form. The acute, 
suppurative, necrotic, hemorrhagic type of 
tvpe 


of pancreatitis is not known. 


pancreatitis was the only recognized 
prior to the advent of the development of the 
serum amylase test, and in the older hospital 
statistics It represented the sole type of fatal 
acute pancreatitis. 

Two etiologic factors are of some import- 
ance In the diagnosis of pancreatitis of either 
type, namely alcoholism and biliary tract dis- 
Therefore, in a patient with acute up- 
per abdominal distress, the history of aleo- 
holism, or of a previous cholecystogram, in- 
dicating the presence of stones in the gall- 
bladder, may be of importance in suggesting 


ease. 


that the current attack is on the basis of acute 
pancreatitis. 

In spite of the fact that one may suspect 
an acute pancreatitis on the basis of the pres- 
ence of pre-existing alcoholism or biliary tract 
disease, it is often difficult to make the differ- 
ential diagnosis between biliary colie and 
acute pancreatitis on clinical grounds alone. 
Bockus and Raffensperger noted certain elin- 
ical factors in cases of probable biliary colie, 
which, in themselves, apart from the serum 
amylase test, may suggest a diagnosis of acute 
pancreatitis: (1) Epigastrie pain of greater 
severity than one expects in biliary colie; 
(2) radiation of the pain to the left epigas- 
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trium, and oceasionally to the left seapular 
area; (3) increased muscle guarding in the 
epigastrium, bordering on true muscle rigid- 
itv; (4) a greater degree of constitutional 
reaction than in biliary colic, namely higher 
fever, an increased pulse rate, and marked 
leukocytosis; (5) more shock than is usually 
encountered in biliary colic; (6) failure of 
relief of pain with hypodermic injection of 
Opiates, 

The most important differential diagno- 
ses In a case of suspected acute pancreatitis 
have to do with (a) biliary colie, (b) acute 
coronary disease, and (¢) perforated peptic 
ulcer. 

In a patient entering the hospital with 
acute upper abdominal distress, in which acute 
pancreatitis, biliary colic, coronary artery 
disease, and perforated peptic ulcer must be 
differentiated, we feel that the following tests 
are most likely to be of help: (1) Seout film 
of the abdomen, preferably in a lateral ex- 
posure, which may indicate the presence of 
free air in the peritoneal cavity. The same 
film may disclose the presence of some calei- 
fication in the region of the pancreas, a diag- 
nostie point of considerable significance in re- 
current pancreatitis; (2) white blood count 
and differential; (3) serum amylase and 
lipase; (4) electroecardiogram. 

It is our poliey to treat acute pancreatitis 
in a conservative manner. We are aware of 
the pitfalls in failing to operate on perforated 
peptic ulcer, and the serious mistake of over- 
looking many other types of intra-abdominal 
pathology amenable to surgical attack. Our 
results with the conservative management of 
pancreatitis have been so favorable that we 
believe a surgical approach is neither neces- 
sary nor desirable. 

In the immediate care of the patient with 
acute pancreatitis, the following program is 
recommended : 


(1) Nothing by mouth. 


(2) Gastric intubation with a soft tube 
with continuous suction to remove the aeid 
gastric contents. It is well known that the 
acid gasrie juice, on reaching the duodenum, 
acts as a stimulus to the flow of pancreatie 
juice. In order to be more certain that acid 
gastric contents are neutralized, we give an 


aluminum hydroxide gel in a liquid form, in 
the amount of one or two drams hourly. 


(3) Atropine sulfate hypodermieally, in 
the amount of grains 1/75 to 1/100 every 
four hours to the point of tolerance. We use 
the atropine sulfate to inhibit vagus impulses 
to the stomach and pancreas. The use of 
banthine and prantal may accomplish the 
sume purpose, and occasionally we have used 
banthine suecessfully to supplant atropine in 
instances of this type. 

(4) The daily administration of 1000 €e. 
of five per cent glucose in saline, and 1000 
cc. of five per cent amigen. The intravenous 
glucose must be used cautiously because of 
the danger of precipitating a hypoglycemic 
reaction with attendant stimulation of the 
pancreas. Small doses of insulin may be re- 
quired to cover the intravenous glucose. 


(5) Demerol 50 to 100 mz. every four hours 
hypodermically. The use of phenobarbital 
parenterally also helps ease the pain, once 
the acute attack has begun to subside. A par- 
avertebral block on the left from the eighth 
to tenth thoracie nerves has been recommend- 
ed in acute pancreatitis. We have had no oe- 
easion to use that procedure except in cases 
of recurrent pancreatitis. 

(6) Sufficient blood and plasma to combat 
shock. Shock may be an extremely prom- 
inent feature of acute pancreatitis, and when 
present must be treated vigorously. 

Under the heading of delayed treatment, 
or more properly, treatment subsequent to 
that of the first several days after the onset 
of acute pancreatitis, one may categorically 
list the following objectives: 

(1) There is always the problem of when 
to discontinue the intubation and antacid 
therapy. Usually we continue both for two 
or three days, and then cautiously discon- 
tinue them. Asa guide in that connection, we 
do a daily serum amylase determination. In 
our acute cases, the initial serum amylase will 
range between 500 to 1000 milligrams. In the 
well-treated case that subsides promptly un- 
der therapy, the serum amylase may drop to 
a relatively normal value in one or two days. 
In such an instance, the intubation and ant- 
acid therapy may be discontinued. However, 
in instances in which the serum amylase main- 
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tains a relatively high value, the intubation 
and antacid therapy should be continued. 
Once having discontinued that therapy, if a 
relapse occurs, strict therapy is again insti- 
tuted. 

(2) The problem of when and what to feed 
these patients is somewhat difficult. Using 
the serum amylase test to guide us, together 
with other observations of the clinical course, 
we cautiously administer milk and surgical 
liquids in the amount of four to six ounces 
hourly. After two or three days, if these are 
well tolerated, the diet is increased to a point 
where the patient is taking sufficient calor- 
ies, keeping the fat content of the diet to a 
minimum, 

(3) An attempt is made to keep the urin- 
ary output at approximately a liter daily. 

(4) The blood sugar is carefully watched 
and insulin used as indicated. 

(5) The blood calcium is carefully check- 
ed in the more severe cases, particularly after 
the fourth or fifth day. It is well known 
that in cases of the acute, necrotic, hemor- 
rhagic type of pancreatitis, the calcium in the 
blood stream is mobilized to form caleium 
soaps in the upper abdomen. Such a process 
depletes the general circulation of the store 
of calcium, and in such cases, tetany may en- 
sue. Calcium gluconate parenterally indi- 
cated if the blood calcium reaches a low level 
or tetany is detected, 

The physician's responsibility following the 
subsidence of the attack of acute pancreatitis 
has not ceased. An attempt should be made 
to determine the probable etiologic factors 
and eradicate them, or at least attempt to 
modify them, so as to prevent recurrent at- 
tacks of pancreatitis. lor example, about two 
weeks after the acute attack has subsided, a 
study of the gallbladder may be done, using 
a cholecystogram. If stones are present, a 
cholecystectomy should be done as soon as con- 
venient, a matter of some one or two months 
following the acute attack of pancreatitis. In 
some cases, there will be evidence of an as- 
sociated common duct stone, and if so, a surgi- 
eal attack on that process may be required 
prior to the expiration of the one to two 
month period, Oftentimes repeated attacks 
of acute pancreatitis oceur within short in- 
tervals during the hospitalization for acute 
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pancreatitis, and if one suspects that biliary 
colic is a factor, it may be necessary to eradi- 
cate any stones which are present in order to 
prevent further attacks of acute pancreatitis. 
Patients who are addicted to the use of alco- 
hol should be encouraged to abstain entirely 
from alcohol. My own experience with such 
patients is that they rarely follow that ad- 
vice. <A third factor to keep in mind in a 
patient who has had a rather severe attack 
of acute pancreatitis is the development of dia- 
betes at a remote period. It has been esti- 
mated that from 20 to 35 per cent of sueh 
patients may develop clinical diabetes. In 


such instances, a careful appraisal of the pa- 


tient at intervals of three to six months may 
be indicated. 
SUMMARY 

We have attempted to outline the method 
of diagnosis of acute pancreatitis. In so do- 
ing, we have stressed the most important test 
available in that respect, namely, the serum 
amylase. The technique and limitations of 
the serum amylase test, together with its 
normal range and expected range of abnormal 
values, must be known to the physician who 
hopes to treat acute pancreatitis. An account 
of the differential diagnosis and method of 
management is outlined. 

“50 18th Street. 
DISCUSSION 

Dr. L. C. MeGrere (Wilmington): It is of 
interest that the physiologist who found so 
many things in his laboratory, Claude Ber- 
nard, produced with bile injected into the 
pancreatic duct pancreatitis In cats, in 1856. 

Apparently, there was no reference in the 
literature to the suspicion that bile in the 
pancreatic duct might give rise to pancreatitis 
in the human patient, until later in the cen- 
tury. 

Lancereaux in 1899 postulated such a series 
of events. Two years later Opie had a ease 
that became historically significant to stu- 
dents of these diseases in that the stomach of 
this patient was so situated in the ampulla 
with the anatomical relationships of the two 
main ducts in the ampulla that there was a 
common channel—and he diseussed that 
theory. And, as I understand, since 1901 
there have been inereasing reports, from the 
anatomical point of view, the clinical point 
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of view and elinical experiments which em- 
phasize the importance of physical or chemi- 
cal irritation in the production of acute pan- 
creatitis. 

I would like to emphasize just one or two 
points which have been covered here, that 
have come out of our own experience. One 
is the difficulty of getting thoroughly reli- 
able amylase results. It is not altogether the 
fault of the physician. You must recognize 
that in some hospitals these tests are done less 
frequently than in others, and it is not possi- 
ble for the hospital technician to have the 
same point of view that the skilled chemists 
and ¢linicians would have, who have worked 
with the tests. 

The test, however, is still a relatively erude 
one, That is why none of the levels under 
125 can be considered of any significance, 
clinically. Remember, vou are measuring an 
enzyme which acts in 2 chemical sense as an 
organic catalyst, and that but a small amount 
will do a whale of a job if the conditions are 
optimum. If you have the conditions opti- 
mal, vou have a fine performance from the 
minimal amount. Contrary-wise, if your pl 
and other factors are slightly off, you may 
have an increased amount of amylase present 
in the serum without finding the amount of 
splitting of the starch that you expect after 
one hour, and, since those limitations come in, 
you can throw a curve, and, if it doesn’t fit 
the clinical picture, it is often necessary to 
repeat and do serial tests and put your tongue 
in your cheek regarding the significance of 
this test, and make it part of the elinieal diag- 
nosis. 

A second factor, particularly in those tests 
which indicate 200 and 300 Somygi units, one 
will look back and see there was morphine 
administered betore the blood was taken a few 
hours before, and it may explain the high 
test which otherwise is confusing. 

’requently, in the early stage of acute ab- 
dominal episode the test will be done and three 
hours later we will be convinced from the 


appearance of the cardiogram and _ clinical 
findings of the patient that this is probably 
eoronary thrombosis with infaretion, and the 
test comes back and we find a confused in- 
cident at that point, while if you follow what 
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Dr. Johnson said, there need not be a contus- 
ing part of the picture. 

A tew years ago, I had the opportunity of 
seeing 25 mumps cases at one time, sent trom 
the CC Camp, and I learned more about 
mumps than I had had an opportunity to 
learn up to that time. I beeame interested in 
two or three patients that had acute upper 
abdominal episodes. | wonder if Dr. John- 
son knows of cases where both the lipase and 
the amylase was done, and because of the 
elevation of the lipase one was justified in 
thinking the acute pancreatitis was due to the 
mumps. Originally, with films, I took them 
in a standing position and looked on the dia- 
phragm for escaped air where a perforated 
viscus was to be considered. More recently, 
because of the increasing popularity of the 
lateral pesition I have been using that, the 
right side and the left being upright. I won- 
der if Dr. Johnson would have any comment 
to make on the preferred position, left or 
right lateral vs. the erect film in this type of 
differential diagnosis that we are considering 
today. 

You will note that the emphasis in the last 
half century from the studies of pancreatitis 
has been on the chemieal irritation of bile 
standpoint; little has been said of inflamma- 
tion. It has been more from the standpoint 
of chemical irritation from the regurgitation 
of bile that comes after surgery. That type 
of emphasis may be correct. But I wonder 
if it has led us away from the infection part 
of pancreatitis. When we think of inflam- 
mation we usually think of infection being 
a part of the picture. Maybe it doesn’t occur 
here. IL know, certainly, there is no good 
evidence of bile infection, But | wonder if 
the element of infection may have been a fae- 
tor indirectly. | am not speaking of the di- 
rect influence but indirectly on the panereatie 
parenchyma, and further, would he comment 
on the role that aleohol plays? He mentioned 
‘*voathead’’—he might tell us what that is— 
ethyl aleohol, or what. Of course we know 
the response of the gastric mucusa to alcohol 
pouring out more hydrochlorie acid and as 
a result, if there is an obstructive lesion, you 
may get acute pancreatitis. 1 wondered if 
there might be some marked activity influ- 
encing the vagus which would aid and abet 
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the irritation following the aleoholie indul- 
gence. 

Dre. I. L. CHurman, Jr., (Wilmington) : 
It was discovered at the turn of this cent- 
tury at a postmortem examination that a 
stone impacted at the ampulla later caused 
bile to enter the duct of Wirsung, by applying 
pressure on the gall bladder. By this mech- 
anism other types of obstruction of the am- 
pulla have been held responsible for the ini- 
tiation of acute pancreatitis; and, consequent- 
ly, arose the so-called ‘‘common channel 
theory.”’ 

Knough work and cases have been demon- 
strated to show that this is true in many cases 
of pancreatic disease. However, there are 
many cases that never develop pancreatitis 
who have a common channel as demonstrated 
by cholangiography at the time of surgery 
for biliary tract disease or some other intra- 
peritoneal disorder; consequently, it follows 
that two other conditions must exist if they 
rule in conjunction with the common chan- 
nel, namely: (1) obstruction to the out-flow 
into the duodenum; and (2) activation of the 
pancreatic enzymes either in the biliary pas- 
sages or within the pancreas. Because the 
common channel does exist in a number of 
cases which suffer from recurrent bouts of 
acute pancreatitis leading to chronie pancrea- 
titis the operation of sphincterotomy re- 
ceiving some acclaim in certain elinies In more 
recent years. I would like to ask Dr. John- 
son what his experience has been with this 
procedure and its results in pancreatic dis- 
ease and, also, what his feeling is in the mat- 
ter of treatment of the recurrent picture in 
spite of a well defined and followed medical 
regimen ? 

In consideration of the differential diag- 
nostic features | would like to say that the 
detection of the so-called Gray-Turner sign, 
which is a patching of blue-gray areas dis- 
tributed particularly over the abdomen and 
limbs, is a hint as to the disease in question 
when present. In a few cases one may also 
see petechial patches on the thighs, buttocks, 
and a discoloration below the ribs posteriorly. 
All of these are relatively rare but do oecur 
and should be looked for. 

In the more severe forms of acute pancrea- 
titis | have always been impressed by the very 
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large doses of narcotics which must be ad- 
ministered before bringing relief compared 
with the average case of coronary artery dis- 
ease and ruptured peptic ulcer. 

Dr. Johnson’s remarks on serum calcium 
alteration brings to mind the fact that the 
alteration in calcium metabolism is usually 
much more severe in the acute hemorrhagic 
pancreatitis in which there is more fat necro- 
sis and, consequently, more mobilization of 
calcium in these areas. It has been my ex- 
perience in a limited number of cases that a 
progressive lowering of serum cale¢ium con- 
centration denotes a guarded and grave prog- 
nosis and in this way can serve as an index 
of morbidity or recovery. However, as Dr. 
Johnson stated, unless calcium is given in 
large doses intravenously the serum concen- 
tration level returns to normal slowly, often 
lagging behind the clinical course of the dis- 
ease. 

Dr. Johnson’s discussion of serum amylase 
and its significance brings to mind one other 
point which often proves to be practical in 
diagnosis; namely, that involving the urinary 
amylase. Kor occasionally the serum amylase 
concentration is elevated for a brief time only 
whereas the excretion of urinary amylase may 
be elevated for a longer period of time; and, 
consequently, this test may be of value from 
a diagnostic standpoint. 

Dr. Johnson has mentioned of the common 
complications of pancreatitis; namely, the 
permanent impairment of carbohydrate 
metabolism due to the reduction of pancreatic 
parenchyma. Another complication is pan- 
creatie cyst formation and I would like to 
ask Dr. Johnson in his experience what has 
been the relative frequency of this entity fol- 
lowing pancreatitis. As has been intimated, 
many methods of treating the patient during 
the acute phase of acute pancreatitis including 
antispasmodic drugs and paravertebral blocks 
have been mentioned. In the literature one 
finds mention of the efficacy of intravenous 
procaine which has given prompt relief after 
a single or repeated injection of 10 ce. of 
the 1 per cent solution or 15 or 20 ce. of the 
4, per cent solution in several patients. I 
personally have had no experience with same 
and would like the comments of Dr. Johnson 
regarding this method of therapy. 
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Perhaps the most recent new approach as 
far as laboratory help in the diagnosis of 
pancreatitis has to do with the reports, of 
relatively recent origin, in which it is stated 
that there has been markedly elevated anti- 
thrombin titer in acutely ill non icterie pa- 
tients with acute pancreatitis of one form or 
another. In closing | would like to ask Dr. 
Johnson if he and their laboratory have had 
experience which may confirm the original 
report regarding plasma antithrombin eleva- 
tion. 

Dr. JOHNSON: The serum enzyme test re- 
quires careful control in order to have elini- 
eal value. Tests carried out by an inexper- 
ienced technician or an interne who has had 
no opportunity to perfect himself in this re- 
spect, are to be regarded as unreliable. 

A serum amylase value of 800 to 1000 mg. 
is of great importance in the diagnosis of acute 
pancreatitis. Lower values of secum amylase 
may reflect the presence of non-pancreatie dis- 
ease, 

In instances of acute parotitis, a high serum 
amylase may be present. In an uncompli- 
cated case of acute parotitis, the serum lipase 
should not be elevated. In instances of acute 
parotitis in which there is secondary involve- 
ment of the pancreas, we may expect an ele- 
vation in both the serum amylase and lipase. 


A scout film of the abdomen in an instance 
of acute disease will give a very satisfactory 
result in the right lateral position, as sug- 
vested by Dr. McGee. 

The ingestion of ethyl aleohol in the form 
of spirits often gives rise to acute pancrea- 
titis. We do know of instances in which the 
ingestion of methyl alcohol may give rise to 
severe intlammation of the pancreas. 

In instances in which an ineision of the 
sphineter of Oddi is desirable, we prefer the 
transduodenal approach. 

Kechymosis in the peri-umbilical region or 
posteriorly is not an expected sign in early 
acute pancreatitis. The ecehymosis may de- 
velop later, but at that time usually is of no 
clinical value, except to confirm an earlier im- 
pression of acute pancreatitis. 

We have had no experience in the use of 
intravenous procaine to ease the pain of acute 
pancreatitis. 


DELAWARE STATE MepicaL JOURNAL 41 


PROLAPSE OF THE UTERUS 
GAETANO A, Mazzanti, M. D.,* 
Wilmington, Del. 

The use of the term ‘‘prolapse of the 
uterus’” is an expression of ancient colloquial 
origin, which does not properly define the 
nature of the pathologie process which in- 
volves both the caudal wall and the inclosed 
viscera. 

Some authors, Tandler and Halban (1907) ', 
Barret (1909)*, and Montgomery (1913)°, 
defined any visceral wanderings into, through, 
or outside the pelvie floor as hernias. Tand- 
ler and Halban specified that prolapse is a 
wandering downward of the strueture in the 
abdomen. 

All the mentioned authors considered the 
pelvic floor on the same basis as the abdom- 
inal wall; in other words as an enclosing mus- 
cular and fascia: structure, supporting the 
super-imposed viscera, whieh should be in- 
tact, but which becomes impaired and per- 
mits the abdominal viscera to pass through 
it. Consequently, there is disunion of the 
normal attachment between the supporting 
structures and the structures to be supported. 

ANATOMIC CONSIDERATIONS 

Research by many authors has shown that 
the caudal muscles and the fascias become 
modified as the upright position is assumed 
in order to make a strong abdominal wall for 
the end of the abdomen. 

When the upright position calls for a 
change in construction it utilizes the muscles 
that have pubie, iliae, and coceygeal insertion 
and origin. By means of a fusion in the med- 
ium raphe, this structure becomes a funnel- 
shaped, circular muscle that completely closes 
the caudal end of the abdominal wall, except 
for three openings for the passage of the three 
functioning ends: rectum, vagina, urethra. 
The support of these structures is facilitated 
by an interweaving of the museles and fascias 
with those of the wall of the reetum and va- 
gina and extend upward along this wall. 
These structures have so close an anatomical 
and embryological interrelation that an in- 
jury to one is invariably followed by injury 
to the others. 

The closure of the pelvie outlet is a museu- 
lar mechanism which undergoes even in phys- 


*Interne, Wilmington General Hospital. 
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iologic life a stress due to the sudden rise of 
intraabdominal pressure: 
coughing, sneezing, defecation. This function 
is kept efficient by the levator ani and, more 
precisely, by the rectalis and pubo 
coccygeus, morphologically, elements of the 
levator ani. Both arise from the pubic bone 
with their innermost border almost reaching 
the symphysis. The pubococeygeus passes 
backward and inward in a gentle curve and 
slightly upward to be inserted medially in the 
ano coceygeal raphe and to the top of the 
coceyx, forming with its fellow of the oppo- 
site node a V-shaped muscle. 


intrapelvie and 


The posterior commissure is not tendinous, 
but muscular, lying in loose, fatty connective 
When contraction, the pubo 
coceygeus, with its physiologic thickening, 
gives rise to a diminution of the pelvie floor 
aperture in its transversal diameter, while the 
pubo rectalis in contraction reduces the antero- 
posterior diameter, pushing the vagina firmly 
against the pubic arch. In this way it acts 
as a very effective sphincter to close the pelvie 
floor and the visceral canal. In other words, 
according to Barret (1945)4, the whole eaudal 
structure is formed by the levator ani which, 
by nature of its position, is a lifter of the 
rectum as well as a support and lifter of the 
vagina and has close interrelation of support 
with other pelvie structures within the pelvis, 
the bladder, the uterus, and the rectum which 
are both suspended and supported. They are 
suspended by the folds of the peritoneum liga- 
ments and fascias. These structures which 
both supplement and complement each other 
are situated grossly one over the other upon 
the supporting perineum. 


tissue. 


The vascular structure, connective tissue, 
and large deposit of fat aid in forming a 
solid structure. The relative positions of the 
uterus and vagina are of Importance in order 
that the line of vertical pressure on the pos- 
terior uterine surface is deflected against the 
most resisting part of the pelvic floor—the 
perineum, 

There are, nevertheless, two points which 
may be considered weak in the normal con- 
struction: the first is in front at the base of 
the bladder between the tendinous arches; the 
second, posteriorally in the space between the 
uterosacral ligament and the muscular strue- 
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ture. The uterus is kept in position by the 
intestinal pressure from above, exerted on its 
broad ligament on the medial surface from 
above by the previously described structures 
and by its ligaments and fascias with which 
it is connected to the sacrum, bladder and 
vagina. 

Goof (19381)°, clarified the concept concern- 
ing the pelvie fascia around the vagina. In 
his histologic studies he found a thin layer 
of areolar type between the anterior vaginal 
wall and the rectum. 

Koster (1935)®, denied any function of the 
cervical connective tissue in keeping this organ 
in place, 

Considering now the position of the pelvic 
wall and its aperture in relation to the trans- 
mission of the intraabdominal pressure in its 
variation, we can realize that the disposition 
to lesion is still further diverted by the in- 
clination of the pelvis which takes it out of 
direct or vertical intraabdominal pressure. 
In stressing this idea, Koster (1936)°%, Car- 
bonini (1948)*, and Nobile (1948)*, referred 
themselves to a well developed and well con- 
structed bony pelvie ring. 

A saggital section of the body shows the 
outline of the abdominal cavity to be pear 
shaped, with the large end uppermost. The 
posterior wall consists of the psoas muscle 
and the fat pad inelined backward from be- 
low, at an angle of about fifty degrees, and 
forms a padded shelf which helps to support 
the organs of the upper abdomen. Any pres- 
sure from above, therefore, would be directed 
not downward in a_ vertical direction, but 
downward and forward, toward the anterior 
abdominal wall at an angle of about fifty de- 
and reflected backward toward the 
sacral hollow. Thus the pelvie floor aperture, 
because of its anterior position, is out of 
reach ot the direct visceral thrust. In erect 
position such a pressure wave can reach the 
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apertures only by further diffusion. The plas- 
ticity of the visceral mass provides an added 
satety. 
TIOLOGY 

It is generally agreed that pelvic hernias 
are brought about by the action of gravity 
of the intraabdominal and intrapelvie viscer 
upon an inadequate pelvic floor which under- 


went injuries. While obstetric traumas are 
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commonly looked upon as paramount in the 
genesis of pelvic ptosis and hernias, occasion- 
ally these conditions are reported to occur 
in nulliparous women and even in newborn. 
There is a great difference of opinion as to 
whether the muscular, fascial, or ligamentous 
supports are chiefly involved in pelvie hernias. 

Martin, in Berlin, emphasized the fascial 
and ligamentous apparatus as the chief fae- 
tor in the normal topography of the female 
venitalia. Tandler and Halban (1910)', 
Montgomery (1913)*, and Barret (1945)# 
were agreed on the importance of the muscu- 
lar structure. They pointed out that the 
lesion occurs on the puborectalis vesical 
muscle near the pubie attachment in the vesi- 
cal and vaginal region with an irreversible 
impairment of its function in reducing the 
anterior posterior perineal diameter in- 
directly interfering with the function of the 
pubococeygeus in maintaining reduced trans- 
versal diameter. 

(Giasparri and Morra (1934)'! deseribed in 
their histologic studies the pathologie modi- 
fication of the birth canal oceurring during 
the delivery with special references to the 
muscular structure. They found in the con- 
tractil muscular fiber patches of hyalin de- 
veneration, 

Masson (1940)'* points out the importance 
of lesion of the Mackenrodt ligaments and the 
uterosacral ligaments and the laceration of 
anterior or posterior vaginal wall. He be- 
lieves that inadequate obstetrical care dur- 
ing labor plays an important role in the 
etiology of prolapse. 

Turner and Browne (1942)'* and O’Don- 
nel (1941)'* agree that muscular damage is 
essential in causing pelvie herniation preced- 
ed by rectro displacement of the uterus as 
an initiating factor. 

The work of all these men covered all the 
necessary information and has been funda- 
mental in the development of various success- 
ful methods of operative repair, but it has not 
disclosed the etiology of the pelvic hernia. 


Other authors emphasized the importance of 


constitutional predisposition in the develop- 
ment of pelvie hernias, studying the problem 
on the same basis as other hernias. By this 
means of approach they gave us the etiology 
of the alteration. They clarified the concept 
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of predisposition either of congenital origin 
or acquired by casual diseases occurring dur- 
ing the lifetime. 

Reyner (1896)'° reports cases of ptosis and 
herniation occurring in tuberculosis, anemia, 
and lukemia. Doleris (1898)'® points out 
that loss of fat as a result of acute, chronie, 
or severe diseases was a valid predisposing 
factor. Pestalozza (1905)'* reports eases of 
pelvic herniation in malaric nulliparous pa- 
tients. Stiller (1907)'* and Mathes (1912)'* 
first recognized that women with all the char- 
acteristic signs of congenital weakness and 
looseness of the mesodermal tissues are more 
likely to pay for motherhood with prolapse 
of the uterus and defined them as asthenie 
ptotic type. These women present a flat thor- 
ax, ribs which joi the vertebrae at acute 
angles, a lax abdominal wall which protrudes 
below the umbilicus, unable to resist the pres- 
sure of the entroptotic viscera. In addition 
to this fully developed type, there are many 
minor degrees of asthenie ptotic constitution 
which are concealed and perfectly normal in 
appearance and which can be recognized only 
by the discovery of enteroptosis, movable 
retrotlexion of the uterus, and vericose veins 
of the lower extremities. 

In addition to the asthenie ptotie type pre- 
viously deseribed, Von Graff (1933)7° recog- 
nized that the intersexual woman as well as 
the acromegalic woman is less apt to fulfill 
the demand of reproduction without lasting 
damage. In referring to the acromegalie 
woman, Von Craff suggested constitutional 
endocrine disturbances as a predisposing fac- 
tor. He reports 26 cases of gynecological 
hernias in nulliparous women between the 
ages of 17 and 69 with stigmas of asthenie 
constitution. Among parus women he found, 
regardless of parity, 147 cases of prolapse of 
the uterus and marked asthenic constitution. 

(iynecologic hernias appeared in 22 women 
immediately after the puerperium, especially 
after 29 years of age. The greatest number 
of cases appeared between the ages of 40 
and 50. According to Von Graff, the recetro 
displacement of the uterus by itself does not 
favor the development of prolapse or hernias, 
but it may be a significant symptom of the 
patient with constitutional inferiority. He 
concludes, therefore, that birth injuries act 
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merely as an initiating factor in the produe- 
tion of prolapse. 

Cases of complete herniation of the uterus 
associated with spina bifida in newborn are 
reported frequently in medical literature. In 
1917 Palmer Findiey?! found in one newborn : 
hydrocephalus, spina bifida, and prolapse of 
the uterus. Noyes (1927)** reported one per- 
sonal case, and upon reviewing the literature 
up to that date he found 24 other cases. Most 
of the babies died within one month. This 
author believed that spina bifida is of primary 
etiologic importance in the occurrence of pro- 
lapse. There isa partial or complete paralysis 
of the musculature of the pelvis and of the 
ligamentatous structure resulting in second- 
ary atrophy. 

Torpin (1942)°* had a personal case of the 
two conditions in which the newborn died in 
the twentieth day. 

Von Graff?’ suspected occult: spina bifida 
and prolapse of the uterus in four cases of 
nulliparus adult women. In four cases the 
X-rays were distinetly positive, in one case 
suspicious, in one case negative. 

Laws (1932)7* studied three multiparus 
women with early occurrence of prolapse and 
found three positive cases of occult spina 
bifida. 

Carbonini (1949)* found alteration of the 
bony pelvie ring associated with prolapse of 
the uterus. In 108 nulliparus and multiparus 
women with gynecological hernias of varying 
degrees he found, by means of roentgen ex- 
amination, contracted or platipelloid pelvis 
with short anterior posterior diameter and 
transverse long diameter. He suggests vita- 
minic deficiency as an original factor, 

INCIDENCE 

In 1800 women (Von Graff Series)?° uterin 
prolapse occurred in 147 (18.4 per cent). 
Twenty-six of them (3.2 per cent) were nulli- 
parus, The age varied between 380 and 45. 

PATHOGENESIS 

When the pelvic floor is enlarged as a re- 
sult of injury or looseness of the sphineter 
mechanism, the bladder, which rests above the 
sphincter anteriorly and which is subject to 
the wave of intrapelvie pressure, is pushed 
down into the aperture everting the anterior 
vaginal wall in front of it. In a similar man- 
ner dilation of the anterior rectal wall oe- 
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curs because of increased pressure within as 
a result of the straining action of passing 
stools. The ultimate result is the extrusion of 
the vaginal wall overlaying the rectum 
through the aperture with the consequent 
production of a rectocele. 

It is not important whether the protru- 
sions occur anteriorly or posteriorly. —Ulti- 
mately with the continuation of visceral 
thrust from above, the cervix and the uterus 
begin to slip through the pelvic floor. The 
uterus is pushed away from its anterior posi- 
tion, where it rests on the bladder, back to- 
ward the sacral hollow and the cervix as- 
sumes a corresponding anterior position. 

It is obvious that as the uterus becomes 
retroverted, the cervix anteroverted, and the 
protrusion begins, it is to be expected that 
the cervix, being immediately over the aper- 
ture, frequently is the first organ to present 
itself at the vulva. 

The attached ligaments and the connective 
tissues become greatly elongated.  <As_ the 
process continues, the descending organs are 
grasped at certain moments by the contraction 
of the remaining muscular structures. This 
continues until an equilibrium is established. 
This equilibrium depends especially upon the 
condition of the puborectalis. 

In the development of herniation, the pubo- 
rectalis muscle hypetrophies as an expression 
of the attempt on its part to compensate for 
the original injuries. Occasionally such re- 
sponse may be sufficient to close the aperture 
and prevent further prolapse. 

SYMPTOMATOLOGY 

The prolapse of the uterus, in itself, causes 
few symptoms. The patient may complain of 
a bearing-down sensation and sometimes of a 
dragging pain or an ache in the lower back 
while standing or walking. 

Because of the intimate relationship of the 
cervix and the bladder, a cystocele is usually 
present in a minor or major degree and the 
associate relaxation of the urethral sphincter 
causes the patient the most definitive discom- 
fort. The eystocele may alow residual urine 
to remain in the bladder after voiding, thus 
causing irritation (trigonitis, ¢ystitis) which 
will cause burning irritation and pain. Re- 
laxation of the sphincter muscles results in 
an inability to retain urine when a rapid intra- 
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abdominal pressure is caused by coughing, 
sneezing, or laughing. 

Brettauer and Rubin (1923)7" pointed out 
that this condition may lead, in time, to the 
involvement of the complete renal system. 
They believe that, theoretically, retention of 
urine and intramural stretching of the ureters 
in the bladder wall can produce compression 
and occlusion of the ureters. <As a result, 
hydronephrosis or hydroureters will develop 
with an infective, superimposed process. The 
length of the complete obstruction is, of 
course, of fundamental importance in the 
etiology of this renal complication. 

Wosika and Maler (1938)7* reported a ser- 
ies of O7 patients with high degrees of cysto- 
cele plus hydronephrosis and hypertension, 
Krom their observation they conclude that 
hypertension may be indirectly caused by the 
pelvic protrusion by means of a mechanism 
which is easily understood. When a_ recte- 
cele is present constipation is the almost com- 
mon symptom. Sacculation of the feces oe- 
curs ftrequently and the movement of the 
bowels may require pressure from within the 
vagina. In complete laceration of the perin- 
eum and when the sphincter ani are torn, 
there is no longer the ability to control and 
return fecal contents. The patient complains 
of involuntary loss of stools so that she is con- 
stantly compelled to wear a pad. In marked 
degree prolapse, ulceration, and infection of 
the protruding part complete the svmptoma- 
tologic pattern. 

DIAGNOSIS 

Pelvic herniation can be recognized easily, 
but determination of the degree may be dif- 
ficult and is important in selecting the most 
satisfactory method of repair. The full ex- 
tent of the lesion is not often determined un- 
til the cervix is pulled downward with a ten- 
aculum. 

The classification of the prolapse by Tand- 
ler and Halban' (1907) is clinically useful: 

(Girade 1. Incipient prolapse with early 
evstocele. The bladder is partially bulging 
in the anterior vaginal wall. 

Grade Il. The uterus has slipped down 
and the cervix appears in the vulva. The 
fornix appears in the vulva. The fornix ap- 
pears under the pubie arch. 

Grade Ill. The whole uterus extrudes in 
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a sac of the inverted vagina with the overly- 
ing distended bladder and eventually under- 
lying entrocele. 

Simpler classifications were reported by 
other authors using such terms as descensus 
for the incipient process, and procidentia for 
complete external protrusion of the uterus 
with cystocele and rectocele. 

Vaginal examination will reveal the nature, 
leval, dimension, and organs involved in the 
herniation. Usually a soft reducible mass in 
the anterior vaginal wall is pathognomonie of 
cystocele. Masses of other etiology are read- 
ily differentiable. Inability to retain urime 
and urinary tract disturbances will require 
an intravenus uragram. 

(‘onsideration of tabes or other cord lesions 
in patients with urinary tract conditions must 
be considered. Failure to test the reflexes as 
a routine procedure in all cystocele and 
urethrocele may lead to serious consequences. 
In some cases in order to identify these hid- 
den lesions and to ascertain the extent of 
those lesions, it is necessary to examine the 
patient while straining in a standing posi- 
tion. The prolapse of the uterus is thus eas- 
ily recognized. Bimanual examination is es-. 
sential in order to rule out complicating path- 
ology such as the possible pressure of asso- 
clated pelvic masses exerting downward pres- 
sure. Ulceration of long standing caused by 
friction upon the protruding uterus requires 
careful examination in order to establish its 
real nature: decubitus, epithelioma, ete, 

CARCINOMA OF THE CERVIX IN PROLAPSED 

UreRUS 

The combination of the two conditions is 
very rare. In 1882 Fritseh®*” said that the 
two conditions did not oceeur together. In 
1893 Portow*! collected 29 cases in past liter- 
ature. Cullen (1923)%? reported one person- 
al case at Johns Hopkins Hospital. Haegler**, 
in Vienna, diagnosed five cases among 11,045, 
emphasizing at the same time that the inei- 
dence of cancer was 7.2 per cent. 

In Kurope, at the same time, sueh eminent 


gvnecologists as Alfieri in Milan, Delyaux in 
Paris, and Hartman in Berlin had not had 
one personal case. On the other hand, Em- 
mert and Taussig in 1934 reported four eases 
of cancer of the cervix in prolapse of the 
uterus. Ashton (1948)**, mentioning a per- 
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sonal case, found only one other case in the 
records of Woman’s Hospital of Philadelphia 
between the years 1931 and 1948, 

Considering the rare incidence of the two 
conditions, a theory was advanced that con- 
rification of the epithelium raises resistance 
to eancer. Emmert and Taussig (19384)*°, 
however, stressed that a more aecurate histo- 
logical diagnosis will lead to the discovery 
of higher incidence. They claim that ‘*be- 
‘ause this condition occurs in elderly women, 
in atrophic tissue, and where lymphatics are 
stretched and occluded, the malignancy is not 
very active.’’ 

PREGNANCIES IN PROLAPSE OF THE UTERUS 

Based upon the number of cases reported, 
it is apparent that prolapse of the uterus as- 
sociated with pregnancy is unusual. Most 
of the recorded cases which have gone to term 
showed only an elongated hypertrophied and 
edematous cervix. In other words, there was 
a low degree of prolapse. Complete extru- 
sion of the uterus is hardly compatible with 
a full term. 

The Index Medicus listed 170 cases collected 
before 1901. Palmer Findley (1911)*®  re- 
ported ten cases. Kibel (1944)*7 reported one 
case among 15,696 deliveries and stated that 
in reviewing all the past literature up to that 
date found 203 cases. 

S. L. Israel and Lennard Weber (1950)** 
report that in thirteen years five cases were 
found among the 17,361 deliveries at Phila- 
delphia’s Mount Sinai Hospital, an ineidence 
of one in 3,472. 
rightly considered a serious complication of 
either pregnaney or labor. Abortion in early 
or late pegnaney occurs rather frequently. 


Prolapse of the uterus is 


At term the patient shows an edematous 
hyvpertrophie cervix which will interfere with 
labor. Israel suggests that proper use of pes- 
saries thoughout the pegnancy will reduce the 
degree of cervical edema and the indication 
for toreeps and Duhirssens incision, 

TREATMENT 

The treatment of pelvie hernias has inter- 
ested physicians of every age. Hippocrates, 
in the fourth century B. C., treated complete 
uterine prolapse by manual reduction and 
afterward seven days of rest in bed with feet 
elevated. He gave a very bright clinical de- 
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scription of the condition, but did not men- 
tion the result. 

Soranus suggested an heroic treatment for 
prolapse: twenty-four hours of suspension to 
a ladder. He was the first person to suggest 
using pessaries. 

Romain Gerardin, in 1823, proposed the 
obliteration of the vaginal oriface. In 1831 
Marshal, of London, proposed a rectangular 
denudation of the anterior vaginal wall fol- 
lowed by side to side suture of the denuded 
area in such a manner that the prolapsed 
uterus would be supported by the narrowed 
vagina. Hernig, a hundred years later, fol- 
lowed the suggestion and performed such 
operations successfully. In 1888 Donald, of 
Manchester, devised the combination of the 
anterior and posterior colporaphy with ampu- 
tation of the cervix. This treatment was modi- 
fied by Fothergill and Fletcher Shaw and to- 
day constitutes the elective treatment of the 
majority of cases. Kimbrough (1947) 

Surgical repair is indicated in most cases 
of extensive herniation. Many, however, who 
do not have marked symptoms or who are 
contemplating more children preter to delay 
surgical treatment, even at the risk of under- 
going a more radical operation at a_ later 
time. In some cases of debilitated, elderly 
women there is a definite contraindication to 
surgical intervention of any type. In these 
instances the use of pessaries and tampoons 
is the therapy of choice. 

No pessary is completely satisfactory, The 
commonest types are the Ball, the Menge, the 
Cherung, and the Gellhorn. The latter, under 
certain conditions, seems to be preferred. It 
can be removed and reinserted by the patient 
and permits sexual activity. The use of pes- 
saries, however, leads to irritation, ulceration, 
and leucorrhea. 

Dovlet', in 1950, suggested that the use 
of the pessary is harmed by the presence of 
ulceration on the protruding part. 


The surgical correction of uterine prolapse 
is generally accomplished by two means of 
approach: vaginal and abdominal. The type 
of intervention will be influenced by the fol- 
lowing factors: age and physical status; pres- 
ence of other pelvie conditions; marital status ; 
desire for children; size of uterus; presence 
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of enterocele; degree of prolapse; previous 
pelvic surgery. 

The classification of Crossen**? brings order 
to the confusing multiplicity of operations tor 
the reduction and repair of pelvie hernias on 
an anatomical basis. The problem of tuture 
childbearing potentiality divides the two 
principal parts of the outline. 

I. Reproduction Preserved 
A. Vaginal Operations 
1. Shortening of the broad lgaments 
and elevation and repair of utero- 
pubie plane (broad ligament plas- 
tic) (Manchester-Doland-Fothergill 
method) Applicable to all degrees of 
prolapse. Can be performed under 
local anesthesia. 
Shortening of the normal ligament. 
3. Shortening of the uterosacral liga- 
ments. 
B. Abdominal Operations 
1. Shortentmeg of the round ligaments. 
2. Shortening of the uterosaecral liga- 
ments. (Young technique ) 
3. Elevation and repair of uteropubie 
plane from above. 
II. Reproduction Eliminated 
A. Vaginal Operations 
1. Uterus used for support (Sehauta, 
Kreund, Fritch, Wertheim, Wat- 
kins ) 
a. Subvesical interposition of corpus 
uterl. 
b. Amputation of corpus with sub- 
vescical interposition of cervix. 
¢. Subpubie fixation of cervix uteri. 
2. Closure of vagina (colpocleisis—Le 
kort operation ) 
a. Partial 
b. Total 
3. Uterus removed 
a. Vaginal hysterectomy 
B. Abdominal Operations 
1. Ventrofixation of uterus to abdom- 
inal wall (Harris technique ) 
a. Suturing of corpus to wall. 
b. Implantation of corpus in the 
wall. (Kocher method) 
2. Subtotal hysterectomy with high fix- 
ation of cervical stump. 
3. Complete hysterectomy with high 
fixation of vaginal vault. 
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Repair of perineal injuries can be part ot 
any procedure if necessary. 

The choice of treatment, as said before, de- 
pends upon the proper evaluation of the pa- 
tient’s condition, the extent of the herniation, 
the organs involved. Any type of operation of 
routine type must be avoided because it will 
certainly be too radical in one case and insuf- 
ficient in others. 

The relative dangers of an abdominal or 
Vaginal operation will be lessened to a large 
degree by the use of the proper anesthesia 
and by improved postoperative and preoper- 
ative care. 

The Manchester operation has proved to be 
more effective In instances in which childbear- 
ing is to be preserved. It ean be used, accord- 
ing to Kimbrough,*? in older women if there 
is no special indication for hysterectomy. 

The interposition operation devised simul- 
taneously by Watkins and Wertheim can be 
utilized only when childbearing is not a prob- 
lem. Beeause of the distorted relation of the 
uterus and the bladder childbirth is impossi- 
ble, therefore it can be utilized only after 
menopause, 

Vaginal hysterectomy is rarely utilized ex- 
cept in occasional cases of complete prolapse 
in elderly women. The presence of eystocele 
must be obliterated. 

Partial closure of the vagina (Le Fort 
technique) is applicable in those patients in 
whom sexual life is not important. It ean 
be easily performed under loeal anesthesia. 
Postoperative complications are rare. Diag- 
nostie curettage must be performed in order 
to find malignancy. If malignancy is present 
deep x-ray and radium should be used be- 
fore surgery. 
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THE EARLY TOXEMIAS 
OF PREGNANCY 
ISADORE Siovin, M. D.,** 
Wilmington, Del. 

The toxemias of pregnancy are divided into 
two categories: (1) the early toxemias, or 
those appearing before the third trimester ; 
und (2) the late toxemias, or those appearing 
in the third trimester. In the past there has 
heen some difficulty in classifying these dis- 
eases but recently all the authors have agreed 
upon a standard classification. 1 will discuss 
the early toxemias of pregnaney which in- 
clude simple vomiting of pregnancy, perni- 
clous vomiting of pregnancy, and acute vellow 
atrophy of the liver. IT will also discuss es- 
sential hypertension or hypertensive cardio- 
vascular disease. This latter is not a toxemia 
of pregnancy, but IT will point out a few of 
the important factors of essential hyperten- 
sion and its relation to toxemia. 

VOMITING OF PREGNANCY 

When vomiting occurs during pregnancy 
one must think of it as oecurring because of 
one of three reasons: lirstly, it must never 
be forgotten that the diseases which cause 
vomiting in the non-pregnant woman may 
also) produce vomiting during pregnancy. 
Thus, the differential diagnosis of such dis- 
eases as appendicitis, peptic ulcer, gallstones, 
intestinal obstruction, and pyelonephritis must 
always be borne in mind lest we overlook 
a very dangerous acute surgical condition. 
Secondly, it is believed by some that there 
are toxie causes for some vomiting during 
pregnancy. It is presumed upon this basis 


*Read before the Delaware Academy of General Practice, 
Wilmington, April 23, 1952. 
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that a toxin is liberated by the pregnaney 
and causes vomiting. However, no specific 
pathologie lesion, toxin, or hormone has ever 
been isolated to prove this point. The third 
great category which may account for yomit- 
ing of pregnancy is that due to psychoneu- 
rotic-physiologic reflex. It is this latter with 
which we are primarily concerned. 

Simple vomiting of pregnancy occurs in 
about 50% of all pregnant women. The most 
logical concept of toxemic vomiting of preg- 
haney is that 1f simple vomiting is not treat- 
ed and does not regress it will progress into 
pernicious vomiting. We must consider sim- 
ple vomiting as the precurser to the more 
serious type. We must consider that this 
vomiting may be due to physiologic causes, 
as, for example, the presence of a retroverted 
uterus, or even the presence of an enlarged 
uterus. In the non-pregnant individual, the 
sam? reflexes are seen in cases of ovarian 
evsts. Again, it is believed that endocrine 
disorders may produce this vomiting, and 
studies have been made on pregnant serum 
and urine which show abberations in the quan- 
tity of gonadotropic hormones and adrenal 
hormones. The absence of Vitamin B6 has 
also been shown as a cause of vomiting. Too, 
there is data to substantiate the idea that 
vomiting may arise from an allergie basis— 
the pregnant woman being allergic to an un- 
identified hormone from the corpus luteum. 

The most important factor, however, ap- 
pears to be the psychoneurotie one. This does 
not imply that all cases of vomiting in preg- 
nancy are suffering from psychoneurosis. — It 
is interesting to speculate on the psychologi- 
cal factors. It has been shown that the Eski- 
mos, native African tribes, and the southern 
Negro seldom have vomiting during pregnan- 
ev. Similarly the oriental, the American In- 
dian, and the Mexiean Indian seldom vomit 
during pregnancy, until assimilated into wes- 
tern society. Psychoanalysts, while studying 
patients who vomit during pregnaney find sev- 
eral important underlying factors the 
thinking of these individuals. They discover 
that during childhood these patients had the 
impression that their mothers were orally im- 
pregnated by the swallowing of a seed. The 
vomiting which they exhibit later represents 
the rejection of a foreign body by the oral 
route. They substantiate this argument with 
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the fact that vomiting in these patients usual- 
ly stops when life is felt. This presumes that 
since life is felt, rejection by the oral route 
is no longer a possibility and thus vomiting 
stops. Analysts also find that these patients 
have disturbed sexual attitudes and ideas. 
Many of them have a dislike for sexual inter- 
course and others have suffered from hysteri- 
cal dysmenorrhea. Excessive mother attach- 
ment is the third faetor in the background 
of many of these patients. Subconsciously 
these women regard pregnancy as a shameful 
condition. 

Thus the patient presents herself with this 
complex situation. Her symptoms may vary 
from simple vomiting—occurring oceasional- 
lv in the morning, and accompanied by 
nausea—to the more severe form with intol- 
erance to all foods and liquids and vomiting 
heing aroused at the mere mention of food, 
odors, the sight of food and even the change 
of position. Creat loss of weight, salivation, 
thirst, hiccups, constipation or diarrhea may 
result. If the urine is examined it is found 
to be scanty and concentrated. It may have 
a trace of albumin, a few hyalin casts, a few 
red blood cells, bile, and may contain acetone 
and diacetic acid. If the blood is studied it 
will be found to contain an increase in the 
non-protein nitrogen, urie acid, and creatinin., 
Qn the other hand the total base, chlorides, 
and serum protein would be decreased. When 
this disease is allowed to progress the picture 
of marked dehydration with mental symp- 
toms and finally death may ensue. 

The treatment of vomiting in’ pregnancy 
therefore consists: first, in prophylaxis. From 
the preventive medicine standpoint we can 
do much to produce the proper psychologic 
outlook upon life. It is important that we 
as physicians recognize situations which may 
cause sexual conflicts later in life. It is im- 
portant that as we treat the patients of this 
veneration for vomiting, we impress upon 
them the importance of avoiding the influ- 
ence of this vomiting upon the most impres- 
sionable daughters that they may have at 
home. We must combat frigidity and the 
aversion to sex where we find it and try to 
treat it vigorously. We must recognize and 
correct the tendency to abnormal mother at- 
tachment. Finally, we must work on the 
problem of the unfortunate patient who has 
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an undesired pregnancy and must sympathize 

and try to aid her in her conflit. 

We must rule out organic causes by exam- 
ination of these patients. For example, if 
the uterus is retroverted and can be easily 
replaced, this should be done. 

The treatment of mild cases of vomiting 
consists in the following: 

(1) small frequent feedings of a high earbo- 
hydrate diet ; 

(2) restriction of tluids to between meals and 
in small amounts: no fluid allowed with 
meals ; 

(3) regular bowel movements must be main- 
tained ; 

(4) sexual intercourse is disallowed ; 

(5) drugs may be given. 

As to drugs: 

(a) Try to attack the cause from the most 
obvious angle if possible, and if the etiologi- 
cal cause can be determined, specific drugs 
can be used. lor example, the patients who 
vomit upon the change of position respond 
well to Dramamine when given in doses of 
20 mg. three times daily. These patients have 
the same symptoms as the patient suffering 
from motion sickness. 

(b) <A preseription containing benzocaine 
100 mg. pyridoxine hydrocloride 50 me. and 
phenobarbital sodium 15 mg. can be given. 
This combination acts as a local anaesthetic 
and sedative and supplies some pyridoxine, 
thus inhibiting reflex vomiting. 

(¢) <Antihystamines have been used with 
some success. This theory is based upon the 
belief that vomiting may have an allergic 
hasis. 

(d) Recently the use of ACTIL has been 
reported when everything else has failed. 
This apparently bears out the feeling that the 
adreno-cortical hormone may influence the 
vomiting. 

The more severe case which does net re- 
spond to ordinary treatment, should be hos- 
pitalized or a change of environment achieved 
in some other fashion. It is often difficult 
for the practicing physician to determine 
when to admit the vomiting patient to the 
hospital. A rule which I have liked to follow 
is that of admitting patients who show the 
presence of acetone or diacetie acid in the 
urine. It has been shown by many, particu- 


larly by Dieckman, that at this time the pa- 
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tient is still compensated so far as acidosis 
is concerned. These acetone bodies in the 
urine are a result of dehydration and starva- 
tion and are easily reversible. When one is 
encountered by such a problem the following 
procedure is advisable: 


(1) Change of environment, or hospitaliza- 
tion. 

(2) Visitors must be restricted. One or two 
friendly visitors may be allowed but it 
is important to make sure that those who 
are allowed present no mental conflict 
to the patient. This means that the hus- 
band himself may be the one to be dis- 
allowed as the visitor, if necessary. 

(3) No food or liquid allowed for 24-48 


hours. The only exception is chopped 
Ice, 
(4) Intravenous fluids are given. This is 


usually in the form of glucose and Ring- 
er’s solution with vitamins added. The 
quantity is regulated by the amount of 
urinary output. We usually start with 
3,000 to 5,000 ce daily and as the urinary 
output is increased the volume of intake 
is decreased. 

(0) It is important to keep a reeord of the 
fluid intake and output. 

(6) After 24-48 hours, toast, crackers and 
jelly, baked potatoes, and dried chops are 
allowed. If these are tolerated, a normal 
fat-free diet is given. If no vomiting 
occurs for two days a full diet and am- 
bulation is ordered. 

(7) Daily enema. 

(8) Weigh the patient daily. 


If no improvement is found with this treat- 
ment and the patient proceeds in a downhill 
course, tube feeding is indicated. <A tube is 
placed into the duodenum and the patient is 
fed in this manner. If, in spite of this treat- 
ment the patient’s course becomes morbid as 
indicated by fever, jaundice, tachycardia, fall 
in blood pressure, severe weight loss, and 
psychosis, then the pregnancy must be inter- 
rupted or death will oceur. 

With it all, the psychosomatic approach 
must be maintamed and the patient treated 
psychologically by the methods of suggestion, 
superficial psychotherapy and hypnoanalysis. 
The extent to which the practitioner can ear- 
ry out these methods depends upon his abil- 
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ity and training. However, he can be of 
great aid if he bears in mind the psychoneu- 
rotic angle of the patient in this condition. 

AcutE YELLOW ATROPHY OF THE LIVER 

Acute vellow atrophy of the liver is classi- 
fied as a toxemia of pregnancy. It is a rare 
disease. Only about 60 authentic cases occur 
in the literature. However, I will give you 
a resume of this disease. The pregnant pa- 
tient seems to be disposed to it since more 
than half of the cases reported occur in preg- 
nant women. It is characterized by an acute 
onset of high temperature, jaundice, vomit- 
ing, pain in the right upper quadrant, palp- 
able liver which later becomes nonpalpable, 
and tachyeardia. Laboratory tests show liver 
damage, and notes a decrease in the blood 
urea, decrease in the chloresterol-esters, hy po- 
glycemia, and an inadequate glucose activa- 
tion. These patients may develop severe 
jaundice, dehydration and psychosis. Death 
occurs in about 50° of the cases. The treat- 
ment consists of feedings of high carbohy- 
drate, high protem, and high vitamin diet 
supplemented with blood. Interruption of 
pregnancy is contra-indicated since this may 
hasten a fatal outcome and the disease will 
run its course in spite of abortion. 

CARDIOVASCULAR DISEASE 

I wish only to say a few words about hyper- 
tensive cardiovascular disease in preparation 
for the discussion of the next speaker. This 
disease, also known as essential hypertension, 
is really a medical problem. <As_ obstetri- 
clans we are interested because the presence 
of essential hypertension increases the haz- 
ards of pregnancy about ten fold. One must 
bear in mind the complications of cardiac de- 
compensation, cerebral hemorrhage, and renal 
complications. 

(Cosgrove, in a recent survey, has pointed 
out that the chronie hypertensive cardiovas- 
cular patients develop pre-eclampsia fourteen 
times as often as the normal individual, toxic 
separation of placenta ten times as frequent- 
ly and cerebral hemorrhage twenty times as 
frequently as normally occurs. The maternal 
mortality is thirty-five times as frequent in the 
essential hypertensive patient and she has one- 
third the hope of delivering a normal child. 
It is thus important that the patient contem- 
plating a pregnancy who has essential hyper- 
tension should be aware of these facts. 

1104 N. Jackson Street. 
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Mort Apoutr DvuEs 

We call your attention once more to the 
editorial in THe JOURNAL for January, 1953, 
page 28, relating to dues for 1953. Under 
certain provisions of the State and National 
By-Laws members who have attained the age 
of 70 years and who have been in good stand- 
ing here for 30 years (HL) ; members who have 
been called into the Armed Forces of the 
United States (M); and members who have 
retired from the practice of medicine (R) 
are exempt from the payment of County, 
State, and National dues. The list of such 


members, as of January 1, 1953, follows: 
Ackerman, Joseph L., No. Augusta M 
Allen, Ira A. B., Seaford H 
Beebe, Sr., James, Lewes H 
Benn, Reginald E., Dover M 
Bird, W. Edwin, Wilmington R 
Burns, Ira, Wilmington H 


Chipman, Sr., I. Lewis, Wilmington H 


Compton, Arthur G., Wilmington R 
Downes, John R., Newark i 
Kllegood, Robert K., Wilmington H 
Kllis, Walter W., Delaware City H 
Kriksen, George N., Wilmington M 
'antazier, Elmer F., Wilmington M 
Fenimore, William N., Wilmington R 
Korrest, George W. R., Wilmington 
Giruver, Arthur B., Wilmington R 
Hocker, Ulysses W., Lewes Hi 
Holzman, Mark B., Wilmington H 
James, Oliver V., Milford | 
King, John EF. W., Wilmington M 
Kraemer, William H., Wilmington Il 
LaMotte, Sr., Wiliam ©O., Wilmington H 
Lewis, Dorsey W., Middletown i 
Lyneh, S. Howard, St. Petersburg, Fla. R 
Marine, David, Rehoboth R 
Marshall, Jr., William, Milford ll 
Moore, Walter W., Wilmington M 
Pawley, Sigmund B., Wilmington R 
Pearson, G. Burton, Wilmington H 
Rovitti, Peter A. M., Wilmington | 
Samuel, Meredith Wilmington 
Springer, Harold L., Wilmington H 
Tucker, Leonard, Wilmington M 
Vaughan, Kdward M., Middletown I 
Walker, George L., Wilmington R 
Whitney, Leslie W., Middletown M 


In addition, the following members, while 
not yet eligible for exemptions of County and 
State dues are, by their age, exempt from the 
payment of AMA dues: 

Banton, Conwell, Wilmington 
Riggin, Howard S., Seaford 
Pierson, Frank F., Wilmington 


Curouts 

This issue contains the 1953 Directories of 
State and County Societies, and of certain 
related organizations. Cut out this leaf and 
preserve it—you will be wanting this infor- 
mation all through the year. 

Also, there is included a list of members 
who have joined since the publication of the 
last Roster in June, 1952. Cut out this list 
and paste it on the last page of your Roster. 
We hope you have not lost your Roster—the 
supply is next to nil. 
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BOOK REVIEWS 


The Delaware Citizen. By Cy Liberman 
and James M. Rosbrow. Pp. 448, with 52 il- 
Justrations, 4 Cloth. Price, $3.75. 
New Castle, Delaware: By the authors, 1952. 


in color. 


This is a new work on civies in Delaware, 
intended primarily as a high school text. The 
senior author is a reporter on the Wilming- 
ton Morning News; the junior author is the 
counsel of the State Unemployment Compen- 
sation Commission ; together, the least that can 
be said for them is that they know their Dela- 
aware. Divided into nine parts, the book is 
a complete and accurate recital of the various 
governmental commissions, agencies, depart- 
ments, and bureaus of the state, counties, 
cities and towns—how they are set up and 
how they function. Interwoven is a consid- 
erable mass of data on the history and course 
of Delaware since colonial days, including 
recent population and fiscal statistics. 

Qf particular interest to physicians are the 
sections on the Board of Health, Medical Ex- 
aminers, Coroner, Welfare Home, Mental 
Iivgiene Clinics, Dentistry, Pharmacy, ‘Nurs- 
ing, Physicians, Undertakers, Veterinarians, 
Optometrists, Oral Hygienists, Osteopaths, 
Chiropodists and Chiropractors. The physi- 
cian will also be interested in the sections on 
Politics, Elections, Law Enforcement, Liquor, 
Crime, and—above all things, page 297— 
Witcheraft. 

The style is tluent and easy, the format 
excellent, the index complete. This is a book 
for every high school student, every new Del- 
awarean, every ‘‘intelligent’’ home, including 
of course the home of the physician. This 
latter will be amazed at the interesting and 
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valuable material crammed between its cov- 
ers. We heartily recommend this book to all 
Delawareans who really want to be ‘*good”’ 
Delawareans. 


Standard Nomenclature of Disease and 
Operations—4th Edition. Edited by Richard J. 
Plunkett, M. D. and Adline C. Hayden, R. 


R. L. Pp. 1034, with 4 illustrations. Cloth. 
Price, $8.00. Philadelphia: Blakiston Com- 
pany, 1952. 


It has been ten years since the appearance 
of the third edition of this work. This fourth 
edition of the standard guide to disease and 
operation recording for medical record li- 
brarians and physicians has been completely 
revised and brought up-to-date in keeping 
with medical progress. 

(‘ode numbers for acute and chronie con- 
ditions are made consistent, new heart diag- 
noses are imecluded, diseases of the hemice and 
lvmphatic systems are revised to conform 
to accepted terminology, the dental and tuber- 
culosis sections are enlarged, and the section 
on operations includes new operative proced- 
ures used in skin grafts and cardiae surgery. 
Also, the supplementary terms are placed in 
one section and the disease and operations in- 
dexes are placed consecutively in the book. 

In addition to these revisions, an Interna- 
tional Statistical Classification of Diseases, In- 
juries and Causes of Death is included. These 
code numbers are cross-referenced to the 
‘*Standard’’ code numbers. 

This edition is the result of three years of 
extensive work by an editorial advisory board 
and 21 committees representing each of the 
individual or specialty sections of the book. 

This book is, of course, a must for every 
hospital and medieal library. 


NEW MEMBERS—SINCE MAY 31, 1952 


Address 
Newark, Del. 
S28 West St. 
1009 Park Place 
1103 Delaware Ave. 
Memorial Hospital 
1501B N. Broom St. 
New Castle, Del. 
1009 Park Place 
Med. Arts Bldg. 
606 W. 10th St. 
New Castle, Del. 
1300 N. Franklin St. 


Name 
Brooks, Clifton R. 
Davis, Walter D. 
Gallaher, Phyllis D. 
Gallaher, William T. 
Gledhill, Emerson Y. 
Karpinski, Charles M. 
Koether, Paul C, 
Lang, Leonard P. 
Moore, Walter W. 
Olmedo, Livio 


Wagner, Charles W. 
Walker, Charles, Jr. 


Specialty Tel. School Licen, Joined 
Pd* 2594 Wisc., 1946 1952 10/52 
P 4-O883 Chicago, 1943 1952 12/52 
ObG 4-3162 Woman's, 1928 1952 10/52 
ObG 6-6684 Penn., 1942 1952 12/52 
S*(Ca) 6-3351 Columbia, 1937 1952 9/52 
S 4-8816 Yale, 1947 1951 12/52 

93-7183 New York, 1950 1952 12/52 
I 2-2286 Jeff., 1939 1952 10/52 
4-3570 Jeff., 1947 1948 12/52 
NS* 4-8835 Mich., 1949 1952 12/52 
93-4875 Va., 1950 1951 1/53 
I 2-8889 Hahn., 1945 1946 10/52 
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E. R, Mayerberg, Wilmington Dianeras T. B. Strange, Wilmington 
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Dramamine 
Vertigo 


The remarkable relief afforded by Dramamine 
in motion sickness has led to studies of its pos- 
sible value in allied conditions. 

Dramamine apparently depresses hyperstim- 
ulation of the vestibular apparatus. Thus it is 
an effective means of relieving the nausea and 
vertigo which characterize dysfunctions of the 
middle ear. 


SEARLE Research in the Service 


Accepted Uses for 
Dramamine 


(BRAND OF DIMENHYDRINATE) 
MOTION SICKNESS 


NAUSEA and VOMITING associated with 
pregnancy 
drugs (certain antibiotics, etc.) 
electroshock therapy 
narcotization 


VESTIBULAR DYSFUNCTION associated with 
streptomycin therapy 


VERTIGO in 


Méniére's syndrome 
hypertensive disease 
fenestration procedures 
labyrinthitis 

radiatior. sickness 
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a broad 
Spectrum 


When anorexia interferes with the in- 
take of needed foods in adequate 
amounts, the resultant effect on the 
nutritional status of the patient is con- 
siderably more apt to involve deficiency 
in several nutrients than in one particu- 
lar nutrient. In consequence, unpre- 
dictable subclinical deficiency states 
may arise, which can seriously impede 
convalescence. Hence when anorexia 
is present, it is good prophylactic 
therapy to prescribe a dietary supple- 
ment of broad nutrient spectrum, capa- 
ble of improving the intake of virtu- 
ally all indispensable nutrients. 


nd dietary supplement 


The dietary supplement Ovaltine in 
milk enjoys long-established usage in 
clinical practice. As is evident from the 
appended table, it supplies notable 
amounts of virtually all nutrients known 
to take part in metabolism. Its bio- 
logically complete protein provides an 
abundance of ail the essential amino 
acids. It is delightfully palatable, eas- 
ily digested, bland, and well tolerated. 

Ovaltine is available in two varieties, 
plain and chocolate flavored, giving 
choice according to preference. Serv- 
ing for serving, both varieties are virtu- 
ally alike in their wealth of nutrients. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Ovaltine 


Three Servings of Ovaltine in Milk Recommended for Daily Use Provide the Following 
Amounts of Nutrients 


MINERALS 


*CALCIUM 
CHLORINE 


“PHOSPHORUS 
POTASSIUM 


*PROTEIN (biologically complete) 


“CARBOHYDRATE 


*Nutrients for which daily dietary allowances are recommended by the National Research Council. 


(Each serving made of 2 oz. of Ovaltine and 8 fi. oz. of whole milk) 


VITAMINS 


PYRIDOXINE 
*RIBOFLAVIN 
*THIAMINE 
“VITAMIN A 

VITAMIN Bie 
“VITAMIN D 


at 
eer 
¥ + Pg > 
o 4 
\\ 
\ 
* 
ge 
= 
* 
*IODINE 0.15 mg 
PANTOTHENIC ACID .......... 30mg. 
*1RON 12 me 
U 
....... . 326m. 
‘ 


FEBRUARY, 1953 


DELAWARE STATE MepicaL JOURNAL 


PARKE 


Institutional Supplier 


COFFEE TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia Pittsburgh 
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JOHN G. MERKEL 
& SONS 


h ysicians — Hospital. 
Laboratory— Invalid Supples 


PHONE 4-8818 


&01 N. Union Street 


Wilmington, Delaware 


HANCE 
HARDWARE CO. 


4th and Shipley Sts. 
Wilmington, Del. 


FRIGIDAIRE APPLIANCES 
EASY WASHERS 
TOOLS 
BUILDERS’ HARDWARE 


Tel. - Wilm. 5-6565 


ECKERD'S 
DRUG STORES 


COMPLETE 
DRUG SERVICE 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 


TRUSSES 
513 Market Street 723 Market Street 
900 Orange Street Manor Park 


WILMINGTON, DELAWARE 
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ACCIDENT & HOSPITAL SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


ALL 

PREMIUMS 

COME FROM GO TO 
$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 
$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 


Single Double Triple Quadruple 
60 days in Hospital 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital ............... 5.00 10.00 15.00 20.00 
Operating Room in Hospital ............... 10.00 20.00 30.00 40.00 
Anesthetic in Hospital ...............0.000..... 10.00 20.00 30.00 40.00 
X-Ray in Hospital 10.00 20.00 30.00 40.00 
Medicines in Hospital 10.00 20.00 30.00 40.00 
Ambulance to or from Hospital ........ 10.00 20.00 30.00 40.00 

COSTS (Quarterly) 
Adult 2.50 5.00 7.50 10.00 
Child to age 19 1.50 3.00 4.50 6.00 
Child over age 19 ran 2.50 5.00 7.50 10.00 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $18,900,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
50 years under the same management 

400 First National Bank Building Omaha 2, Nebraska 


$200,000.00 deposited with State of Nebraska for protection of our members 


Carefully checked and tested to safeguard purity and freshness! 
You can recommend this fine product with every confidence 


: “ in its quality and dependability. Easier to digest—curd is broken 
Fasiar 10 digest up and evenly distributed. Easily assimilated—400 USP units of 
Vitamin D are added to each quart to aid in the utilization of 
: calcium and phosphorus. 
Better tasting And everyone loves its rich, creamy flavor! 
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Physicians’ and Surgeons’ 


PROFESSIONAL 
| Liability Insurance 


Provides Complete Malpractice Pro- 
tection, Avoids Unpleasant Situations 
By Immediate Thorough Investigation 
And Saves You The High Costs Of 
Litigation. 
The Only Plan Which Is Officially Spon- 
sored By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 


J. A. Montgomery, Inc. 
DuPont Bldg. 10th & Orange Sts. 


87 Years of Dependable Service 
Phone Wilmington 5-656] 


If it’s insurable we can insure it 


satisfaction 
comes first with the baker 
where a “KNOWN bread is 
featured. Quality with us is 
never an accident but the 
result of good intention and 


sincere effort. 


Freihofer’ 
4 


Prescription 
Perfect 


| 


RED LABEL « BLACK LABEL 
Both 86.8 Proof 


Every drop of Johnnie Walker is made 
in Scotland— using only Scotland’s 
crystal-clear spring water. Every drop 
of Johnnie Walker is distilled with the 
skil] and care that comes from many 
generations of fine whisky-making. 
Every drop of Johnnie Walker is 
guarded all the way to give you perfect 
Scotch whisky. ..the same 
high quality the world over. 


WALKER 


BLENDED SCOTCH WHISKY 


Canada Dry Ginger Ale, Inc., New York,NY .. Sole Importer 
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EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only. . . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs. . . . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 


Medical Arts Bldg. 


Del. Trust Bldg. 


Baynard Optical 
Company 


Prescription Opticians 
We Specialize in Making 
Spectacles and Lenses 


According to Eye Physicians’ 
Prescriptions 


5th and Market Sts. 
Wilmington, Delaware 


e maintain 
prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 
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FRAIMS DAIRIES 
Quality Dairy 


Since 1900 


GOLDEN GUERNSEY MILK 


Wilmington, Delaware Phone 6-8225 


To keep 
your car running 


Better Longer 


use the 

dependable friendly 
Services you find at 
your neighborhood 


Howers 


Geo. Carson Boyd 


al 216 Wht 10th 


Phone: 4388 


DIAMOND Service 
Station 


George T. Tobin & Sons 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N.C. 3411 


Vewspaper and 


Prriodical Printing 


An important branch 
of our business is the 
printing of all kinds 
of weekly and monthly 
papers and magazines 


The Sunday Star 


Printing Department 
Established 1881 


Printers of The Delaware state Medical Journal 


AMERICAN MEDICAL 
EDUCATION FOUNDATION 
535 N. Dearborn St., Chicago 10, Ill. 
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Enjoy instant, plentiful hot water 


For downright conven- With an Automatic Gas 
ience, comfort and health 
of your family — you WATER HEATER 
should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you're 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 
cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see us. 


DELAWARE POWER € LIGHT CO. 


LICE CREAM. 
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quality 
throughout the years 
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The uncomplicated nutritional progress! of 
infants fed Lactum® speaks for its sound ration- 
ale. Lactum is a liquid formula made from 
whole milk and Dextri-Maltose® . . . dis- 
tinguished by a generous protein content and 
: balanced proportions of fat and carbohydrate. 

U Nn C O m p | | > a t e d When Lactum is fed in the suggested amounts, 
the infant receives the Recommended Daily 

Allowance of protein with an additional mar- 

Pp TO ore SS ginof safety. 

Lactum 1s convenient and easy to prepare— 
simply mix equal parts of Lactum and water 
for a formula supplying 20 calories per fluid 
ounce. 

1. Frost, L. H., and Jackson, R. L.: J. Pediat. 39: 585-592, 1951. 


Lactum 


MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 
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Tolerance tO feedings y 


e of digestive disturbances 


Incidenc 
Growth response 
of night feeding larly 


d development 


Discontinuation 
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